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INTRODUCTION
Down through the ages there alw�s has bP"'n some group or groups
tr,ing to change the methods ot distributing medical care to the public.
The strength of such reformers waxP.s and wan,,,s, and over the centuries
thPir influence has been good.

They produce the necessary element to

keep the medical profession on its toes.

Such conflicts betweP.n the

liberal and conservative schools of thought are a necessaI7 evil.
At the present time the agitators for a revision of medical prac
tice are well organized and are backed by maey large sections of our
population.
Report.

Fublic interest was first stirred by the British Beveridge

Under the guidance of the reformers there have bePn Dl8JlY plans

and s�stems offered.
Up to now all of the planning presented to �he public in the
United States has been done without approval or aid of the American
.Medical Association as a unit.

� individual opinions have been

voiced, but no basis for cooperative action has beAn reached.
time has come for th@ medical men to awaken to the problem.

The
It

there are to be changes, the profession itsP.lf should plan them.
And as we shall see, there are going to be ch8llges.
In order to plan th�re must be some understanding of th� situa
tion and the suggested solutions�

The problem might b� approached

in this msnnPr:
analysis of new ideas of medical practice now functioning.

1.

An

2.

A study of the various proposals for a che.Dge.

3. A recognition of the true status of the needs for medical care.

2.
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4.

An evaluation of the various plans as to practicality,

considering the influence of politico-social-economic factors .
5.

A sensible honest conclusion from which to plan for the

future .
This thesis endeavors to present a fullfillment of those five
parts of the approach.
quoted is not great.

The number of books and articles directly
The last three sections of the thesis arP an

expression of· the auth_or's opinions gained from extensive reading
of recent literature on all phases of the question

3

PART I

A STUDY OF SOlv'lE l'XIST.ANT SYSTT<'MS
FOR COMl'Rl<'HFNSIVF MFDICAL CARE

3.

4

FOREIGN SYSTEMS:

GERMAl-1-Y

In considering the historical background of the various existant
plans for facilitating the care of .the public as a unit, one cannot
do better than to begin with a review of the ~erman system as it
existed before the present world-wide debacle .
In 1833, the great German Premier Bismark inaugurated a program
of compulsory health insurance.

This was instituted not from a

hW!J.8.Ilitarian point of view, but as a poli tical expediency .

Bismark

was greatly troubled by the rising power of the Social Democrats and
in an endeavor to thwart their ambitions, he set up this plan.

But,

as is common in politics, his scheming backfired, the opposition
supported the plan and lat Pr used it as a potent weapon against
Bismark himself.
Organization:

The old. "Krankenkassen'' insurance societies were

incorporated into the compulsory system.

These societies had been in

existance for years and at the time had many subscribers.

Under the

new program they continued to handle the funds and details of administration.

The Federal lnsurance Office was the nominal control and grad-

ually had been assuming a greater degree of control.

The present scheme

under Nazi domination is unknown to us now.
Scol?!_:

At first the insurance covered only the industrial wage-

earners, but it has been greatly expanded so that now all wage earners
up to a certain income level are included.
'l'his plan combines medical car e of all types with sickness benefits.
Cash benefits start on the fourth day of illness and extend on up to

4.
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twenty-six week, with all necessary medical treatment included.

There

are, however, some differences in the various localities due to local
legal controls, combining with the "Krankenkassen° to limit certain
items.
Cost:

The worker contributes two-thirds and the employer, one-

third to the benefit fund.

In addition there are certain contributions

by the state, such as special maternity benefits.

Undoubtedly, this

latter is a big item in "Der Furhers" increased propagation award.
Most hoapitals are state owned and controlled as is common in most
continental countries, but the insurance societies have a large number
that they have built and are operating.

HowevP.r, a few private hospi-

tals do exist.
According to Sir Arthur Newsholme 's study the cost is 11 marks
(about $2.64) per capita per day.

This is less than in most of r,urope,

but it is not a true figure since it does not include the sums added
by the government or those recieved from taxation which together prob-

abl~ amount to a 30 per cent addition.
Peysician:

Doctors work for the government for the most part.

The

figures are set at about 15% doing only government work, 80% drawing
the income from insurance companies and 5% making a living in private
practice.

(Newsholme)

The relationship between the physicians and the insurance societies
is bad.

There is a constant struggle by the doctor to handle his pat-

ients prop~rly and, at the same time, to meet requirements of the

5.
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societies.

By this, it is understood that the societies must have a

large number of doctors on their pay-roll, acting as watch-dogs, thus
forcing the physician to shorten the period of treatment and to keep
the cost as low as possible.
If exercised cautiously, such a set-up is a benefit, but as it
functions in ~ermany there is, as Cabot describes it, "continuous
guerilla warfare" between the physicians and the societies.
Simons and Sinai point out the relationship between the profession
and the societies:

"The battle between the societies and the medical

profession has been practically continuous for fifty years and shows
few signs of cessation.

This conflict centers around three issues

which each side considers vital:
for medical services:

First, the amount and .method of payment

Second , 'lay control' over 'economic al prescrib-

ing', 'free choice of doctor', and 'excessive practice'; and Third,
granting certific at e s of incapacity to work. "
FOR"F.IGN SYS'l""MS :

Governme~:

(Cabot)

GR,;,AT BRITAIN

In considering the facts of medical care relating to

increased control by the central government, it behooves us to make a
rather thorough study of the British experience .

As the political

units of the world are compared to the republican democracy of United
St ates, there is none that is closer then Fngland's Royalist republican
government .
As a whole, our temp~rment, traditions, customs and attitudes are

6.
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more like the British than any other country, save the Dominion of
Canada.

True, many may say the resemblance is slight, but it cannot

be denied, if only because of comm.on language, that we understand "John
Bull" far better than any of the other national groups, iThis .A indicated
by the great interest, and in some circles, apprehension concerning

the recent Beveridge report and its implications.
The British system of government may be described as deIIX)cratic•
modern usage, based upon representative elected by adult suffrage.
The legislative branch consists of the House of Lords, the seats being
filled by inherited right, and the House of Commons, chosen at the
general elec t ions.
Commons is far the more powerful group.

A party government is

centered around the Prime Minister, the leader of the party in power.
He directs the general course of the commonwealth as long as his party
and its measures are approved by the majority.

This t ype of party

control often leads to rapid changes of leadership which, if it were
the total power, would lead to an unstable govPrnment.

However, the

governmental functions are operated through local bodies selected by
Civil Service with a permanent persionable tenure of office.

Natural-

ly these servants may be ousted for criminal acts, but they are not
subject to the changes in parties and to that extent are non-political.
This tends to create a position to which men of great ability and subsequently great experience are drawn, making possible a stable career
in governmental functions.

7.
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Anyone familar with the "politic al plum" system in United States
will recognize that this difference is vital.

Our Civil Service applies

only to minor offices and therefore makes it tmpossible to offer a career
in practical government to men of ability,

This is a point of consider-

able significance, when we come to consider the application of the British
system to the United States.

Also, such an understaniing of the practi-

cal differences in governmental policy is necessary to appreciate the
position of the medical profession in relation to compulsory health insurance.
Practitioners:
Gene.ral
'

The General Medical Council was created by the

dical Act of 1858, "An act to regulate the qualifications of

practitioners in medicine and surgPry."

(Cabot 1 Al though somewhat

modified later, it does crP.ate a control over the men practicing the art
of medicine.

lt sets up a registpr of qualifiPd practitioners in the

united Kingdom and the ~ritish Ympire.

(Cabot)

Only these qualified

men may collect fees by legal processes and these men only ma:y hold
medical appo intments or legally sign any cert ificate required by an act
of f arliment.

Specifically it does not prohibit any pPrson from the

practice of medicine, but it makP.S it very difficult to procePd without
qualifications .

In such a system violaters of IDPdical ethics can be

brought before the General Medical Co uncil and tried, and on conviction
certain penalties may be imposed.
~he British Medical Association is a voluntary organization and
its functions are quite the same as our Amer ican Medical Association.

a.
9

The Medical Officers of Health
health officers •

may

be compared to our public

.l:iowever, they may be appointed either by the Ministry

of Health, usually full-time officers and removable only for misconduct
and are pensionable, or they may be local practitioners on a part- time
basis , responsible to the Medical Officer of the county area.

'l'hey

have a more secure tenure of office than do their American counterparts,
but perform about the same functions .
Hospitals:

A comment on the hospital system is pertinent as hospitals

are becoming more important in medical practice in all countries .

.to'ive

general types of hospitals may be described; the voluntary, public,
nursing home, cottage and convalescent .
~he voluntary hospitals, about 847 of them functioning, (Cabot)
are or were supported mainly by philanthropy.

~hey have a tremendous

out-patient service similar to the char ity dispensaries in the united
::ltates .

Since the fir st i'torld Viar these have been forced to rely more

on patients fees and government support .

Many of the se hospitals are

adding new wings and are changing their pol icies because they are carrying the gre at burden of the National Health Insurance busines s .

The

new wings provide for private patients, who have come to t he voluntary
hospitals, seeking care by the "cream" of Fnglands physicians.

An

explanation of the last statement lies in the fact that the voluntary
hospitals have staff prestige and are teaching hospitals, such as Guys,
St . Thomas, Kings College and many others .
Fublic , municipal and county hospitals may be discussed together,

9.

10

They had their origin in the Nineteenth Century Workhouse Infirmaries
and in other Foor Law Institutions.

(Orr

&

Orr)

The survey of these

hospitals by Orr and Orr, who seem to have done the most thorough job
here, leaves the impression that the se hosfitals very in their quality.
Many

are highly satisfactory and have excellent services.

They are

patronized now by many of the participants in the National Health Insurance .

Such hospitals are being rebuilt and modernized to he l p meet the

needs which do exist and which are far from being taken care of ade quately.
Nursing homes are the private hospitals of the well-to-do .

(Orr &Orr)

They are much more expensive than the private hospitals in the United
State s but the ir quality does not always measure up to the ir price ;
although many are VPry modern.
The cottage hospitals are a relatively new inovation and sepm to be
very popular, both with t he medical profe ss ion and the patients .

Such

hospitals are small, more or less commun i ty concerns where the general
practitioner may send patients who re quire competent medical and nursing
care.

A good many of these are available to both private and National

Health lnsurance patients.
Conspicious by their absence in the United States is the English
Convalescent Home .

Here the patient, nearly well and not actually a

hospital case, but in need of rest under supervision, may be sent for a
fortnight ors~

These are truly for convalescent care and not for

chronics, and fill ~a much noted gap in :medical care .
Historz.:

When studying such a system of medical c are , especially

10.
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considering the applicability to our own country, it is necessary to
understand the conditions of Great Britain at the time of the institution
of National Health Insurance.

The enviroment encountered by a new

political move is most important in shaping its future course , just as
environment affects the future of an infant.
Living in Britain at the turn of the century was at a much lower
standard than we have ever encountered in the Uni te l States.
tion was tremendous, being great8r in the poorer districts.

'l'he congesA poor dis-

trict citizen had a standard of living far below our worst slums of today

.

and the number of people in that classification was large.

We must

remember this was in the middle of the exploiting regime of the Industrial Revolution and in a country which was crowded before the advent of
the great industrial centers.

Another factor was the development of the

Friendly Societies of the day , which in 1904 had a membership of 5,700,000
which is more than one-third of the number entitled to the benefits of
The National Health Insurance in 1930.

(Cabot)

This was a contract

system of medical care plus medicines, the contracts paying from 3sto 4s
(75; to $1.00) per member per year.

(Cabot)

In his analysis of the

Friendly Society medical care of that time, Dr. Cabot states in "The
Doctors Bill" that the system was unsatisfactory for two reasons:

"In

the fir st place, the membership tended to include chiefly the careful
and provident people , whereas the careless and i ~provident were likely
to be either wholly without medical care or dependent upon medical
service provided by the Poor Law authorities.

In the second place,

11.
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because of the competition among psysicians for this work, their compensation was likely to be small; their number of patients large; and
the temptation to do shipshod work great."
National tlealth Insurance:

The National Health Insurance was an

outgrowth of an investigation of the above conditions which ca.me out as
a report of the aoyal Commission on the loor La•.vs in 1909 .

The act

was prepared undE>r and forced through Farliment by Mr. Lloyd Lre orge,
then Chancellor of the Fxchequer.

It was violently discussed and more

violently opposed by the ~ritish Medical Association, which had not
been given much audible warning as to its implications.

As to the

relationship of the British Medical Association, and to the Act since
its birth, we will reserve comment.
Seo~:
1.

The Insured Population covers four income groups.
Fublic Assistance (Poor Law) group.

1n 1935-'36 there

were 1,317,825 or 3.2% of the population represented.

Of these 175,000

were insured under Unemployment Insurance ("The Dole").

1 2.

insurance Income Group includes persons earning up to 250

pounds ($2,500).

In this category are workers in England with 15 to 20

million dependents .
3.

They represent 75 to 80% of the population.

'l'he "Black Coated Group'' corresponds to our "white collar"

group, who earn ~1100 to yl400 a year.

~ven so this group may be in

distress due to a long illness of the wage earner.

They are not able

to benefit from National Health lnsurance, but do take advantage of
other forms of medical and hospital contributory schemes.

12.
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4.

lndependent Group:

This includes from 3 to 5% of the

population; earning about 1000 pounds (4500 dollars) yearly.
National tlealth Insurance then is a compulsory and contributory
scheme for virtually all wage earners, who, with their dependents comprise a third of the entire population.
Finance:
State .

The contributors arethe workers, the employers and the

The workers contribute equivalent of 10 cents a week and the

employers the same.

he State bears expense of administration and

contributes about one sixth of benefits.
The employer buys at the Post Office, stamps worth 20 cents each
and places one on each worker's card every week, taking one half the
cost of one stamp from the wages for that week.
Benefits:

There are two types of benefits, medical and cash.

former includes the doctor's care and such medicines as

may

The

be prescribed.

The latter includes (1) Sickness benefits; cash payments which begin on
the fourth day of illness and

may

last for 26 weeks if the worker is

certified by his doctor as unfit for work during that period.

The

ruoount paid is 16 8 a week for men, 12 8 a week for unmarried and lOs for
married women.

This is the minimum.

(2) Disablement benefit, also cash,

amounting to one half the sickness benefit.

This is paid for periods of

incapacity beyond 26 weeks to an indefinite period.

(3) Maternity bene-

fits consist 'of two pounds to an insured man whose wife has a baby, if
the wife is herself insured they recieve a total of four pounds.
Additional Benefits:

Additional Benefits of both sorts

may

be

13.
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enjoy~if the finances of the state-approved Societies, who administer
the benefits, warrant it.
The following additional benefits are pumitted by the W
~nistry
of Health which is the State agency for administering the National
Heal th Insurance Act:

Care of eyes, and teeth; hospital and convales-

cent care; (usually in the country or at t he sea-shore)

Home nursing

care; services of specialists as consultants etc.
The Doctor:
practice. "

.A:lJy

licensed physician may take on a so-called ''panel

In fact the gre at majority of general practioners in Great

Britain are insurance pratcionPrs; (i.e.) Panel doctors, who
may

not combine private with the panel practice.

may

or

A young doctor usually

buys or works into an established practice which includes a panel.

tie

agrees to maintain a surgery (office! and to keep regular hours for
seeing his patients.
He

If he is absent, he must provide a substitute,

also agrees to keep clinical, records of his patient's sicknesses

and to r ecord all consultations and visits to the homes.

tie Im.1st also

issue certificates weekly, for those patients who are unable to work,
up to the Final Certificate when the patient is either able to resume
work or is places on the disabled list.

These certificates are the

insured person's claim for sickness or disablement benefits.
'l'he" 'panel doctor' is obliged to give his patients only such
services as 'are within the competence of the average General f ract~
ioner. ttt

If' he is trained to offer specialist services as well, he

may charge for these, if he has permission from the local insurance

14.
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Committee .
The average panel is around 1000 patients .
dozen to a maximum of 2,500 .

They vary from a few

r1.1he doctor receives a "capitation fee"

of 9 8 or $2. 25 per year for each insured person, regardless of whether
he sees him at all during a given year .

The average panel of 1000

persons therefore yields an income of $2, 250.

With an industrial

practice with the maximum of 2,500f persons the doctor earns $5,500.
And if in addition he has a priYate practice his income

may

reach

much higher figures.
~he chemist who fills the doctor's pre scription, forwards a copy
to the local Insurance Committee, where the cost and the amount due
the chemist is calculated.

'l'he chemist r eceives a set fee for prescrib-

ing plus a reasonable profit on the drugs used.
The Approved Societies:

Instead of "taking out insurance" a

worker joins an approved society.

There are four varieties of societies

recognized by the law as l egal agents for handling the non-medical
aspect of Health lnsurance:

(1) Friendly Societies; (2) Trade Unions;

(3) Corporations: (4) Industrial Insurance Companies .
Turning now to other health agencies to which the insured person
may

supplement his benefits under ~ational Health insurance .

Sometime

his r esources are so limited that when sickne ss overtake s the breadwinner, the sickness benefits are far from adequate to support a family .
and he is forced to turn to the rublic Assistance or charitable institutions .

st important, at l east until recent times, are the so-called

15.
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"voluntary hospitals", in meeting the needs of the indigent sick.
lilunicipal

~

County Hospitals:

An insured person may take advantage

for himself or his dependents of those facilities in voluntary and in
tax-supported hospitals, paying only in accordance to his .means .

Many

insured families, however, prefPr to contribute to various hospital and
sickness schemes, other than ~ational Health insurance, thus avoiding
the red-tape as well as the stigma of public assistance.

Some thirty to

thirty five per-cent of public hospital patients finance their hospitalization through the Hospital Saving Association or other contributory
schemes.

une such is the ttPenny in the .Pound Fund" of .Liverpool.

'l'he

300,000 members of this scheme contribute one penny pPr week for each
pound of their wages.

,lorkers earning up to 6 pounds a week if married,

and with one or more dependent children , are eligible.
'ianagement:

'l 'his is under three authorities; 'l'he .Ministry of HP.al th,

The Insurance Companies and the Approved ~ocietie s.

1n brief, these

three authorities operate in the following manner. (see chart
in interpretation}

fl

for aid

The Minister of Health appo ints a committee, separate

from the lnsurance Societies, to deal with medical benefits.

A Insurance

sub-committee is sPt up in evPry county or county borough, consisting of
from 20 to 40 members and operating under definite regulations promul8ated by the Minister of .tie al th.

(Christie}

'l'he "panel" of all registered

physicians ma.king application to participate in National tiealth Insurance
is established by this sub-committee.
'l'he patient-physician relationship works in the following way.

17
Fost Office

-Ministe_r of Hi:.al th-----Insurance Acts
Committee
Staff of Civil s~rvants
(including mP-dl,Qal )

Other Health
Schemes
State Support or Contrdl

I

Approfed Societies
T

Fri
Emtiloyer
Chemists
Insured _perso
Local Gov't
, 'officials
Med
Sub-c

Visiting Doctor
'District Nurse
- - Health Visitor
)ounty Hospital
J: Dispensary
_Jaternal Care
School Medical
Service
Infant ,i/elfare
Day N_urseries

Vol"untary
Contributory

&

Medical Missions
Dispensaries
Voluntary Hospital
Pub,ic Medical Servp.ce
Hospital Saving A-sbciation

&:

'

Dependent
(uninsured)
I

Uninsured Wor~er

National Health Insurance Flan

I
H

....

m

•
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Patients are allowed free choice of their Doctor and the physician may
refuse aey patient.

The doctor may withdraw from the "panel " at any

time.
"Cash benefits •' are separate from medical benefits and are controled
by the insurance ~ompanies.

However, the physician has to certify the

patients disability for cash benefits, which causes some friction.
investigators keep check on the physicians and rate them according to
their ability to cut down the length of dis ability.
b'O.REIGN SYST'F'MS :

NETHERLANDS

Another of the ~uropean countries which has a form of medical insurance is ~eth~rlands, that small, flat and partially under sea-level land
with a population of about seven and one-half millions .
Benefits :
system.

Medical benefits are paid for by a voluntary contribution

'l 'here is no allotment for compensation.

All of the payments are

for actual medical care to the insured.
Ad.ministration:

'l'he administration of the program is under the

Ventral Council of .fU.blic t1eal th.
members.

'l'his Concil consists of seventy unpaid

·.t:his is a large body and might be rather unwieldy, or as ex-

pressed by Sir Arthur Newsholme , "It must, I think, unless skillfully
managed, act as a clog on prompt and necessary official activities."
The Council advises and assists the government in dealing with health
problems.

lts pre sident, a physician, is director-general of the Public

18.
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Health Service.

He has five chief official inspectors under him who

supervise local sanitation and medical care.

They control various

phases of other allied problems by local supervisors.

According to

Newshol:me , the care of the indigent is not very highly developed by
Netherland' s program.
A variety of groups offer .sickness funds, and they are listed in
six categories:

(l) General societies with local branches; (2) Sick-

fund companies which are on a commercial basis ; (3) Funds managed by
the employer, somewhat similar to funds which exist at the present
time in the United States; (4) Benevolent funds concerned chiefly with
people close to the line of destitution; (5) :Mltual benefit funds
founded and carried on by a physician or groups of physicians.

(Cabot)

The management of these various groups differs a good deal, but all
follow about the same pattern to their end results.
Cost:

The upper income level above which members will not be

accepted is about 2000 guilder ($300).

(Cabot)

Contributions vary from

12 to 24 cents per week for a family and usually include the children.
Physicians :

Physicians and druggists are paid in various ways ,

most often by fixed rate s from the family.

There is no free choice of

Doctors outside those in that particular fund, and because these funds
are usually small organizations there is actually very little choice.
Accident Insurance:

Industrial accident insurance is separate and

compulsory , at the expense of the employers.
Hospitals :

Hospital care here, as in most countries, provides

1~.
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various types of accomodations.

Arrangements are voluntary and _quite

often on pre- payment plan, separate from the medical benefits.

There

is a bed ratio of about 1-3000 for hospitals over the country, but
these are poorly situated, with variations from 1-5000 to 1- 1000.

All in all Netherlands has good general medical care, at relatively
modest cost, for a large proportion of the population under entirely
voluntary organization.

(Cabot)

However, the coordination between

hospitals, specialists and general medical care is behind that of most
countries .
FOREIGN SYSTFMS:

DENMARK

Concerning the success of voluntary sickness insurance, there is
no country which has set a better example than Denmark.

Voluntary, as

used by the Danes is a rather tricky work, especially concerning its
application to health insurance, because this voluntary system is
backed up by left-handed compulsion.

The person who fails to join a

sickness club and during sickness is forced to ask for public assistance ,
loses his right to vote, his right to marry without special permission
and his annuity for old age .

However , whether voluntary or compulsory ,

the Danish method is worth studying.
Origin:

The program is controlled by the National Board of Health

in the Ministry of the Interior.

A physician appointed for life and

with a right to a pension directs the board.

In a country of about

3,5000,000 population it is quite within the realm of good business
practice for a single board with district supervisors to adequately

iGU•
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manage the Health program, and that is what happens here.

District

Medical Officers have life tenure and are therefore less susceptible
to the wiles of the politicians.
Insurance societies handle the policies and these are paid for
according to the income.

Higher incomes pay r elatively more for the

insurance.
Doctors:

Nearly all of the 2500 ppysicians belong to the Danish

f.1edical Association which deals directly with the state .

(Cabot)

This

considers salaries for hospital officers and the methoi s and rates of
payment to and from the insruance companies, doctors and patients.

All

medical personnel are trained in the medical school and hospital of
Copenhagen, in a course caverning seven years .
Benefits:

As stated, all citizens wishing to retain their rights,

must belong to an Insurance Society.

The patient gets complete medical

care plus the benefits of an obligatory disability insurance.

Old age

insurance is universal for all members of insurance societies as they
reach the age of sixty-five.

(Cabot)

Insurance for invalidity is

compulsory between ages of fourteen and forty.

All of these functions

require about a 30 per cent contribution to the insurance societies by
the government .
Hospitals:

(Christe)
Hospitalization facilities in Denmark are highly

developed, at least when compared to the rest of Vurope .
beds per thousand of population.

(Cabot)

There are 9.3

All countries are required

to have from 1 to 3 hospitals , as necessary for adequate care, thus

21•
22

giving rise to a fairly well distrubuted supply.
full-time and part-time .
salaries.

Medical staffs are

All members being state officers and on

The hospitals are supported by taxation and charges to

patients graduated to their individual means .
members pay half the regular charges.

Medical benefit society

All classes use the same ho spitals .

One important showing, according to Newsholme, is that in Denmark,
at least, very satisfactory hospital work can be carried out on a
salary basis.
Physician- Fatient Relation:

Fees to physicians vary in the out-

lying districts, but are controlled under the set-up by the Danish
Medical Association in cooperation with state and insurance societies.
Most physicians are believed to be making a decent, though not at all
extravagant, living.
insurance work.

Private practice may be carried on in addition to

The choice of physician by the patient is limited to

the members of the particular insurance group and, except in Copenhagen,
the choices are few .
FOREIGN SYS~MS:

FRANCE

France passed the law for compulsory health insurance in 1928• but
the plan has not been carried out long enough for any accurate evaluation
of it to be given.

However, one item of interest in the French plan is

the basis of payment for medical services.

The physician's charges are all

made on the foundation of simple ''Medical Act", that is, official consultation, All other "Medical Acts" being multiples of it.

(Christe)
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UNITED STATF.S SYSTF-MS:

UNIV>i'RSITY HPALTH SFRVICES

As we survey the various special mAthods for providing group
medical care in the United States, it is easier to begin with a rather
familiar and close-to-home example.
Method:

University and College group medical services have

!,

been started and are being carried on to provide adequate health care
for the student at a set pre-paid rate.

Some of them provide partial

care, such as preliminary physical examination and care of injuries
due to accidents in the required physical exercises and sports •

.However,

m.any have gone far beyond this and actually provide complete medical

care.
Costs:

According to the re rort of .the Committee on the costs of

medical care, studying six such University services, four institutions
had medical services which were practically self-supporting.

~he

student feew ranging from $9.16 to $16.78 per student annually, Others
had some additional funds provided, especially the endowed institutions.
Although this is a narrow field and the majority of the patients are
"
young and health, the evidence of a workable plan without great indivi-

dual co~t is an example which must be remembered.

UNITED STATE'S SYSTEMS:

INDUSTRIAL :M!<'D ICINE

First a clarification of the term "industrial Medicine" is
necessary.

It

may

mean two very different things:

(l) a description

of a specialty or subdivision of medical practice, such as gPneral
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supervision of the medical care in a certain industry by a specialist
trained in private medicine, but hired by the certain industry in a
supervising capacity; or (2) It may describe the medical care provided
for the personnel in connection with industry.
Industrial medicine in the first sense is gradually becoming a
part of the second, so we may consider ror the most part, the second
type of industrial medicine, making brief references where necessary,
to the first.
Seo~:

Practice of industrial medicine was started primarily on

an economic basis.

Certain business men realized that they could save

:rooney by providing a permanent medical service which would do the
following:

(1) give adequate physical examinations to exclude the

physically handicaped; (2) provide periodic physical checkups to keep
up efficiency and help prevent avoidable accidents and slow-down of
work; (3) give prompt and satisfactory care of minor industrial accidents;
(4) improve general plant hygiene, ventilation and recommend safety
measures.

It was found that the hiring of specially trained medical

men to manage this service greatly improved the results and thus developed another specialized division of medical practice.
Industrial medicine was given great impetus by the passage of
Workman's Compensation Laws , which will be discussed under a separate
heading.

Several separate examples of industrial medicine will be

described briefly in order to present a picture of this important
variation in .American medicine.
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UNITED STATES SYSTEMS
ENDICOTT JOHNSON; INDUSTRIAL SYSTEM
Williams brief description of one type of industry and its meeting
of the medical problem fo llows:

"The Fndieott-Johnaon Corporation's

Medical Service was inaygurated in 1913 to meet the requirements of
the Workmen's Compensation Laws of New York State, and in the beginning
it provided only for first aid of fnjured workmen,

It now includes

care for non-industrial injury and ordinary sickness.

There are three

medical centers, two maternity hospitals, two nose and throat hospitals,
all fully staffed.

In addition, employees are eared for in local com-

munity hospitals, at the expense of the company.

No monetary contribu-

tion toward the cost of any of this service is made by the employees."
It must be realized that this company is a large, we ll organized
group with the financial asset s to inaugurate a plan such as this one.
~ot macy industries are in a position to handle such a load.
Staffs

There was, in 1928, a staff of twenty eight full-time

physicians.

Of these, . fifteen were general practioners, four were

partly specialized, and nine were specialists.

(Cabot)

tation is encouraged where the need is evident.

Outside consul-

Special work, such as

orthopedics and urology is generally p~eformed by outside physicians.
Salaries vary from , 3000 to ~12,900 net.
Patient-Physician:

(Cabot)

In studying the evolution of this service, it

is evident that it was expanded at the request of the employees who
stated that they could not aff ord outside medical expense.

The patient

has the right to choose his own doctor within the company and within

25.

26

the limits of the physician's capacity.

However , the rule is for the

patient to remain under the same physician's care.
Faymenti

(Cabot)

The method of payment is peculiar as it is quite possible

that the cost of giving this service is passed on to the consumer.
Actually it is an indirect me thod of taxation.
UNITED STA~S SYSTFMS:

HOMESTAKE MINING COMPANY

Another example of medical service provided for the employee by
employer is the .t10mestake },1ine Medical Service .

Although not so com-

plete in the range of service, this company doe s offer medical care to
employees and their families .
The service was instituted in 1910 to provide office consultation,
r
home service, hospital service and medicine, but no dental care of home
nursing.
Cost:

I-robably the most enlightening facts about this industrial

medical group are those related to the cost as analyzed by Cabot, who
says, ''The total cost, in 1930, was J79,325 ,63 or ~14.88 per eligible

person.

~he portion of the cost which should be allocated to industrial

injury-that is to say coming under re quirements of the Norkmen's
Compensation Act, was J l0,630.00 or ~l.99 per capita of employees .

It

is of some intere st to compare these per capita costs with medical
~ e a paid by other members of the same community to ppysicians in

private practice.

There is a basis of comparison here in a group of

about 9,000 families not coming under the group cared for by the ttomestake
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Medical Service.

Study of this point develops the fact that for families

with an income of from ~1200 to ~2000, the fees paid to private physicians
are somewhat less, while famili e s having an income of $2000 to $3000
pay somewhat more than the cost of the Homestake Medical Service.

However,

the family eared for by the Service gets about six times the number of
office calls and from 40 to 90 per cent more home calls than does the
family employing private physicians .

If the famili e s eared for by the

dical Service had been charged the rate of fees customary among private physicians in this region, the expense to the Homestake Mine would
have been $175,378. 00 instead of $70,977 . 56 . "

UNITED STATES SYSTEMS
COMMUNITY MEDICINE--RO.AJ.~OKE RAPIDS, NORTH CAROLINA

Although so.me community health service projects are closely related
to industrial medicine, it is worthwhile to examine the general plan.

A

typical community , in an industrial area, might be Roanoke Rapids, North
Carolina,

This community lie s i n a state which has one of the lowest

doctor to patient r atio in the union, being about 1 doctor per 5000
patients .
Service:

A service was organized by five industrial companies in

the city for their employees .

Later it was extended to include a group

of teachers and a small group of nurse s .

It also offers the same med-

ical service to other residents of the city and county.

This sPrviee

offered, includes hospital care, office visits, home calls and laboratory
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tests.

It lacks dental care, drugs or expert care in diseases of the

ear, nose and throat.
Funds:

The physicians and visiting nurses are paid by the coopera-

tions, which also pay certain fixed charges at the hospital.

Employees

pay twenty-five cents a week which is deducted from their pay checks.
The 130 teachers and 13 nurses pay $26.00 a year and $24.00 a year
respectively.

Other community residents, who wish to take advantage of

the service, pay on a regular fee-for-service basis.
Staff:

The medical staff consists of five physicians and three

visiting nurses.
Cost:

The average net income in 1930 was $8,409.00. 7

In 1930, the total cost of operation was $226,264.00.

cost per capita to the well people was $17.63.

The

(Falk, Griswold, Spicer)

According to Cabot, who analyzed the figures of the above writer, the
cost was about 35 per cent less than if the services were purchased in
the regular unorganized way.
The picture presented here is not as rosy as we might be led to
believe, because the Roanoke Rapids plan does not provide complete
service.

Moreover, the financial contributions are definitely based on

the solvency of the companies participating.

On the other hand, it

cannot be denied that the medical service provided is far superior to
that offered in most southern mill towns.
UNITED STATES SYSTEMS:

Historz:

WORKMENS COMPENSATION

Although it was not recognized for a long time the indus-
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trial revolution began an evolution in the practice of medicine.
Before the advent of the great industries of our .mechanical age,
the employer-employee relationship was close, and common-law provided that the injured servant be cared for by the master.
With industrilization and its remote control of the worker by
the usually money-minded manufacturer, there developed three new
principles in common-law litigation.

According to Cabot these may

be described as follows; "The first was the doctrine of 'fellow servant '
under which it was held that where injury resulted from the fault of
a fellow servant, the employer could not be held liable .

The second

defense was the doctrine of 'the assumption of risk', under which it
was held that an employee assumed the risks of the occupation.

Finally,

there was a doctrine of 'contributory negligence', under which the
employee was re quired to show that the accident was not the result of
his own carelessness.

As a result of t he se defens e s it commonly was

impossible for an injured employee to recover in the courts."
The first remedy for this situation was just about as malignant
as the disease.

When the employer's liability was established by law,

starting with the state of Massachusetts, in 1886, (Christe) the employer quickly transferred his risk to the insurance companies.

These

companies, through rather unscrupulous methods, soon had control of
the situation and as a r e sult of shrewd adjusters etc., were retaining
a great proportion of the all too few ~ompensation fees.

This condition

~ersisted for about t wenty years, getting worse all the while, until
public agitation forced the subsequent changes in legislation.

Starting
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in 1910 the laws were changed, state by state, through another pPriod
of about 20 years, so that the industry itself, not the insurance company, was responsible for carrying the burden of the care of the injured.
Although the states and their laws covering compensation insurance
differ in many way, there is a general pattern which

may

be presented

in brief.
Administration:

Nearly all compensations are settled by a commis-

sion or board, sometimes a single administrator.

This commission is

fixed by law and not by court action, and in theory is an adjustment
by impartial administrators.

To provide against the employer who

mey

I'\_

not be able to furnish compensation, most states equire the employer
to carry insurance.
ance:

There are, in general, three types of self-insur-

(1) monopolistic state-managed insurance; (2) state-managed

insurance in competition with private companies; (3) private companies
(depended upon by .most states entirely) .
Coverage:

(Christe)

Here too are many variations, but as "The Costs of

Medical Care Survey" puts it, "Some laws cover only 'hazardous' or
'extra hazardous' industries and nearly all exclude domestic employees ,
from farm laborers, casual employees and firms employing less than a
specified number of persons. tt
The t ype of injuries covered vary some, but there is a tendency
toward inclusion of all injuried and some states add the so-called
occupational diseases • . All states provide a waiting period of from
three days to two weeks , during which medical care is provided, but
no compensation for wages etc . is provided.
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Feyment,

The cost of medical care and the amount of the compenJJ--

sation is usually set by the state legislature.

A few schedule is

adopted and in general the profession is required to abide by it.

The

difficulties are easily seen, and recognized by the various members of
the Compensation Courts.

This is r evealed in the official statement

by the Nebraska Compens ation Court fe e schedule, (1941) which contains
this statement, "No hard and fast rules can be applied to all cases.
Daily observation by attending physicians or surgeons is not indicated
in many instances and will not be approved by the Compensation Court
unless the need is truly apparent.

Charge s will be allowed only for
C'

visits commensurate with the requirements and then seemingly escessive
must be fully and completely explained to the satisfaction of the Compensation Court. ''

It is obvious that the establishment of a fixed fee

schedule for a profe ssion operating on a sliding-scale basis is very
difficult.

The same difficulty applies in the dealings with hospitals.

Relation

~

Physician

~

The Act:

savory part of the Compensation Law,

Here is probably the rost unAs, is common profe ssional know-

ledge, the laws were r egarded with great indifference by the profession.
As a r esult, the laws provide that t he employ~r will designate, in all
except very special case s, the physician or surgeon who shall furnish
treatment.

Also a majority of the commissions are lay courts without

satisfactory medical advisors.

This, combined with the fact that the

members of boards on commissions ar e usually subject to political influences, makes a rather complicated problem.
The ty pe of insurance control, st ate , private or .mixed, seems to

;5.L.
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have little to do with the good or bad function of the laws in each
state, as there are exampl ~s of all degrees of succe ss with each plan.
Recently there . has been a trend toward closer cooperation between the
state commission and the active state medical societies.

"In New York

State , for example, great improvement in administration has been brought
about by intelligent agressive work of the state medical society." {Christe)

All in all, it is generally felt that despite numerous flaws in the
iaws and resultant practical difficulties, the Compensation Laws are

a step in the right direction.

Disagreement on the method administra-

tion and the position of the medical profession in relation to the
administration make it impossible to attain the benefits hoped for.
UNI TED STATES SYSTEMS :

HEALTH I NSURANCE, VOLUNTARY (PRIVATE )

Heal th insurance, as offered by the large American Insurance Companie s, can be either compulsory or voluntary.

r he only compulsary

form in the united States is emboided in the Workmen's Compe nsation
Law.
Voluntary health insurance policy holders have increased many
fold in the last decade, and as a result, more companies are willing
to write policies at rates that are payable by the majority of the
middle wage group.

Nevertheless, the cost is still beyond many of

this group and definitely beyond the members of the lower bracket.
An important fact in dealing with voluntary health insurance is that

it is usually the provident, frugal type of worker who take s advantage
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of the insurance.

The rest of the workers will rarely subscribe

voluntarily, being content to keep the money and take a chance.

~.9! Poliey: The standard accident and health policies
written by many American Insurance Compani s simply pay a cash
0

benefit to cover the loss of income due to disability from injury
and disease.

(Christe)

yearly premiums.

They are paid for by weekly, .monthly or

In a good many case s the employer makes sueh

policies available to his employees, either by paying all the premium or .more often by sharing the cost and deducting the employee's
contribution from his wages .

HOSPITAL SYSTF'MS :

BLUE CROSS

The Associated Hospital Service of New York is a good example
of the so-called "Blue Cross" hospi tel plan.
Purpose:

The purpose of this system is to provide a method for ·

insuring complete hospitalization paid for on a flat rate, pre-payment
basis.

lt is a voluntary organization.

Organization:

Control over all policies lies in the ~oard ot

Directors representing the hospitals, the medical profession and the
public.

There are six physicians appointed from a list approved by

the local county medic al society; six hospital representatives appointed from a list approved by the Greater New York rlospital Association,
the New J ersey Hospital Association, the Mid-Hudson Hospital Association and the Westchester Hospital Association; and six representatives
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of the public .
Scopes

{Kelly)

The plan provides all-inclusive hospital services for all

participants using semi-private or ward accoDX>dations.
Payment:

All members pay a flat rate and recieve the same benefits.

UNITFD STATES SYSTEMS
Tm'l FARMERS UNION COOPERATIVE HOSPITAL, 'ELK CITY, OLKAHOMA.
The Farmers Union Cooperative nospital of Flk City seems to be one
of the earliest exampl~s of a successf'Ul American medical cooperation.
It is a cooperatively owned and managed hospital and group clinic.
It provides its members and their dependents with complete medical
and dental services on a flat monthly or annual fee basis, with minor
supplementary charges based on the services recieved.
Administration:

{Rorty)

There are five directors elected by the stock-

holder who comprise the board of management.

~hey employ a business

manager for the hospital and the director of the medical staff.
Covera~ and ~ :

Three physicians and two dentists constitute

the staff, or did in 1936.

l Rorty)

'l 'here is no extra charge for con-

sul tat ions, physical or laboratory examinations, surgical operations
or obstetrical c are.

Stockholders and their families are charged

::?l.00 for the first /\. days hospi'talization; 4?2.00 pPr day thereafter.
:frivate nurses for three days are provided if deemed necessary by the
attending physician.

All dental care is free .

'l'here is a charge for

anesthetics and operating room suppliPs, also for X-ray films (other
than dental); $3.00 for one and i 2.00 for each additional film.

~xtra
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charges to stockholders are made as follows:
plus 25 cents per mile.

Home calls, $1.50

Other residents of the community may use

all the facilities on payment of the regular fee charged for similar
services in the community.
Physician:

(Rorty)

From Dr. Shadid's "Principle of Cooperative Medicine",

an extract will serve to give one point of view on the physicians
status:
"l.

Under our setup, the doctors completely control the

professional end of the work free from interference of laymen and have as much to sa:y about their compensation as they
do in private practice."
..f-

"2•

Our compensation as doctors, during the drough and
,.,
the depression, compare favorable with the income for similar
work before the depression.

For we do no more work than we

did before that time."
"3.

We are free from economic matters, including book-

keeping, collections, overhead, etc."
"4.

We take a month or so off each year on pay."

"5.

The interests of the doctors are one and they co-

operate whole heartedly with each other without any thought
of jealousy or personal advantages, and we enjoy our relations
professionally and socially, as never before under individual
competitive practice."
"6.

Our patients come to us early when in need of operation

or hospitalization."

..
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"7•

We enjoy their respect and confidence for they know

that our advice is not tinged with personal inter est , but
wholly for their own good. "
"8 .

We do eno~mously more good, which is aft er all the

chief object of the profession.

The profe ssion and the public

are benefitted , and no one else is hurt . "
History :

A few words of history in connection with t his project

will help to clarify some Qf the ideas presented.
has been for

lil8.ey

Dr. Shadid is and

years an admitted socialist , but it is also true that

his practice of medicine has been ethical and undoubtedly is of average
or better than average quality .
Since the beginning in 1930, it ha s been necessary to enlarge
the facilities three time s , and the numb er of participating famili e s
has increased at l east five fold .

The Oklahoma Medical Societ y has

waged a long battle to discredit Dr . Shadid, but up till not it appears
to have been unsuccessful .
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FART II
AN ANALYSIS OF THE OUTSTANDING
PROPOSALS FOR FUTURE MEDICAL CA...'=iE
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FOREIGN PLANS:

BRITISH-BB'VEHIDG

FLAN

As stated in the introduction, this paper is the result of a discussion of The Beveridge Report and its medical implications.

At that

time, the author's acquaintance with various proposals for social
change was quite superficial.

As

the study progressed it became evi-

dent that the report by Sir William Beveridge is an epic.

It

may

be

that this is an overestimation, but it cannot be denied that here is
a doctrine of living as comprehensive and as thoroughly presented as
any since that of Karl Marx.

Not only has it profoundly affected the

social, economic and political thinking of Great Britain, but it is
having the same effect on the other members of civilization in this
chaotic, bewildering era.
All this may be regarded as political propaganda, but judgement
should be witheld until one has studie~' the plan and read a great number of the analyses, criticisms and various sundry comments on it.
This proposal must be treated like any new man or woman that one meets;
The first impression may be bad or good, but it is only aft er careful
observation and mutual participation in the activities of life that
one is in a fOsition to judge true merit.
The following is a very cursory presentation of the outstanding
items in The Beveridge Report with special emphasis on the medical
proposals.

All quotations in this swmna.ry are directly from the

Beveridge Report .

In ordPr to understand the effect on medicine it is

necessary to understand the whole plan.

For that reason this will be

without detai ls such as costs etc., but will emphasize general t ext.
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Explanation of some of the proposals and reasons that they are
deemed necessary can be obtained only by reading the Report itself.
Reasons for Beveridge~:

The Inter-departmental Committee

on Social Insurance and Alli d Services wa s appointed in June, 1941
0

by the Minister without Portfolio, to study some of the problems of
reconstruction.

The terms of reference re quired the Committee ttto

undertake, with special reference to inter-relations of schemes, a
survey of existing national schPmes of social insurance and allied
services, including Workman's Compensation and to make recommendat~ons."
The first duty was to survey and the second to recommend.
Results:

(a) It was found the Britain equals or surpasses all

other countries in the provisions against the many varieties of needs
arising from interruption of earnings and oth r causes that may arise
0

in modern industrial communities .
does

(b) In one imfortant respect only,

it fall short-namely, i~ the limitation of medical services.

This applies both to range of care provided and the classPs of people
for whom it is provided.

It is also defective in dealing with mater-

nity and funeral benP.fits and the function of the Workman's Compensation

Laws.

(c) Social Insurance and allied s rvices are conducted by a
0

complex of disconnected administrative organs with different principles
and ranges of activity.

This causes an overlapping of service and

resultant duplication of cost that should be corrected.

(d) The

limitations of availability of aid during pFriods of illness, when
incomes are stopfed, are such that many people working on their own
need ioore protection.

Also, the various tests applied to qualify requests
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for aid are very inconsistent.

An example of the discrepencies is:

ttAn adult insured man with a wife and two children r ecieve s 38/ per

week.

Should he become unemployed and after some wePks of unemploy-

ment he become s sick and not available for work, his insurance income
falls to 18/.

On the other hand a youth of 17 obtains 9/ per week

when he is unemployed, but should he become sick his insurance income
rises to 12/ per week ...
Principle s Guiding Recommendations:

"1.

The first principle

is that any proposals for the future , which they should ·use to the
full should be guided by the experience gathered from the past and
should not be restricted by consideration of sectional inte re sts
established in the obtaining of that experience."

"2.

The second

principle is that organization of social insurance should be tre ated
as one part only of a comprehensive policy of social progress.

Social

insurance fully developed may provide income security; it is an attack
on Want."
According to the report there are five giants on the ro ad of
reconstruction.

These are:

Want, Disease, Ignorance, Squalor and

Idleness.
"3•

The t hird principle is that social security must be achieved

by cooper ation between the State and the individual.
offer security and contribution.

The State should

The State should, in organizing

security, not stiflf incentive, opportunity, or r esponsibility in
establishing a national minimum, it .should l eave room and encouragement
for voluntary ac t ion by each individual to provide more than the minimum
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for himself and his family."

Wey to Freedom of Want: Working from a review of existing schemes
of social insurance and allied s ervices, the Inter-departmental Committee
outlines the _way to freedom from ,1ant as primarily a diagnosis of .'!'ant
J

and secondaryly abolition of those factors found to be causing Want.
Having proved to their own satisfaction that there were f actors causing
Want that could be eliminated, they drew the following conclusion.
"Abolition of Nant re quires a double redistribution of income, through
social insurance · and by family needs."
Briefly the approach through improvement of State Social Insurance
involves progress in three directions; (1) To increase the scope so that
the plan covers people now excluded; (2) Extension of purposes to cover
risks now excluded; (3) And by raising the rates of benefit.
Family needs can be covered by income adjustment so that there is
adequat e income during periods of interruption of earnings.

This includes

reallottment of insurance benefits to provide for child allowances.
Beveridge believes that application of the above factors namely; social
insurance extension and children's allowances is the simplest way to
abolish Want.

i'wo other factors are considered in the overall picture

as being basically important.

~reat Britain is gradually becoming a

country of old people, of the retirement age, due to medical advances
which tend to prolong life and to decrease birth rate.

In order to

remedy this situation it is advisable to plan for postponement of retiring age and to aid the people in a program to increase the birthrate .
This is provided for under social insurance and children's allowances.

40.

42

Summary of Flan For Social Security:

The main feature of the plan

is provision by social insurance against interruption and destruction of
earning power and for special expenditures arising at birth, marriage
and death.

Six fundamental principles are listed:

(1) flat rate of

subsistence benefit; ( 2) flat rate of contribution; ( 3) unification of
administrative responsibility; (4) adequacy of benefit ; (5) comprehensiveness; {6) adequate classification.

These six should, if properly applied,

make Want unnecessary.
The main provisions as listed in the plan are:
(1) "The plan covers all citizens without upper income limit, but

has regard to their different wa:ys of life; it is a plan all-embracing
in scope of persons and of needs, but is classified in application."

(2) "In relation to social security the population falls into four
main classes of working age and two others below and above working age
respectively, as follows:
I.

Employees, that is, persons whose normal occupation is employment
under contract of service.

II.

uthers gainfully occupied, including employers, traders and
independent wor kers of all kinds.

III.
IV.

v.
VI .

Housewives, that is married women of working age .
Others of working age not gainfully occupied.
Below working age.
Hetired above working age.

(3) t'The sixth of these classes will receive retirement pensions and
the fifth will be covered by children's allowances, which will be paid
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from the National

xchequer in respect of all children when the re-

sponsible parent is in receipt of insurance benefit or pension, and
in respect of all children except one in other cases.

The four other

classas will be insured for security appropriate to their circumstances.
All classes will be covered for co~prehensive medical treatment and
rehabilitation and for funeral expenses."
(4) "Every person in Class I, II or Iv will pay a single security
contribution by a stamp on a single insurance document each week or
combination of we~ks.

In Class I the employer also will contribute,

affixing the insurance stamp and deducting the employee's share from
wages or salary.

The contribution will differ from one class to another,

according to the benefits provided, and will be higher for men than for
women, so as to secure benefits for Class III."
(5) "Subject to simple contribution conditions, every person in
Class I will recieve benefit for unemployment and disability, pension on
retirement, .medical treatment and funeral expenses.

Fersons in Class

II will recieve all these except unemployment and disability benefit.
As a substitute for unemployment benefit, training benefit will be
available to persons in all classes other than Class I, to assist them

to find new livelihoods if their present ones fail.

Mat~rnity grant,

provision for widowhood and separation and qualification for retirP,ment
pensions will be secured to all persons in Class III by virtue of their
husbands' contributions; in addition to maternity grant , housewives who
take paid work will receive maternity benefit for thirteen weeks to
enable them to give up working before and after childbirth."
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(6) ''Unemployment benefit, disability benefit, basic retirement
pension aft r a transition period, and training benefit will be at the
0

same nate, irrespective of previous earnings.

This rate will provide by

itself the income necessary for subsistence in all normal cas0s.

'l'here

will be a joint rate for a man and wife who is not gainfully occuiied.
Where ther e is no wife or she is gainfully occupied, there will be a
lower rate, where there is no wife but a dependent above the age for
children's allowance, there will be a dependent allowance.

118.ternity

benefit for housewives who work also for gain will be at a higher rate
than single rate in unemployment or disability, while their unemployment
and disability benefit will be at a lower rate; there are special r ates
also for widowhood as described below.

With the se exceptions all rate s

of benefit will be the same for men and for women.

Disability due to

industrial accid~nt or disease will be treated like all other disability
for the first thirteen weeks ; if disability continues thereafter, disability benefit at a flat rate will be replaced by an industrial pension
related to the earnings of the indivi dual subject to a minimum and a
maximum."
(7) ''Unemployment benefit will continue at the same rate without
means test so long as unemployment lasts, but will normally be subject
to a condition of attendance at a work or training centre after acertain period.

Disability benefit will continue at the same rate without

means test, so long as disability l ast s or till it is replaced by industrial pension, subject to acceptance of suitable medical treatment or
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training."
(8) "Pensions (other than industrial) will be paid only on retirement from work.

They may be claimed at any time after the minimum age

of retirPment, that is 65 for men and 60 for women.

The rate of pension

will be increased above the basic rate if r etiremPnt is postponed.

Con-

tributory pensions as of right will be raised to t he full basic rate
gradually during a transition pPriod of twenty years, in which adequate
pensions ac cording to needs will be paid to all persons requiring them.
The position of existi::1.g pensioners will be safeguarded. tt
( 9) ''While permanent pensions will no longer be granted to widows
of working age without de pe ndent children, there will be for all widows
a temporary benefit at a higher rate than unemployment or disability
benefit.It followed by training benefit wher e necessary.

For widows with

the care of dependent children th1?re will be guardian benefit, in addition to the children's allowances, adequate for subsistenc e without
other means.

The position of existing widows on pe nsion will be safe-

guarded."
(10) "For the limited nwnber of case s of need not cover ed by social
insurance, national assistance subject to a uniform means test will be
available."
( 11) "Medical treatment coverd.ng all r equirem"'nts will be provided

for all citi zens by a national health service organized under the health
departments and post-medical rehabilit ation tre at ment will be provided
for all persons capable of profiting by it."
(12) " A Ministry of Social Security will be established, r e sponsible
for social insurance, national assistance and encouragement and super-
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vision of voluntary insurance and will take ovPr, so far as necessary
for these purposes, the present work of other QovPrrunent Departments
and of Local Authorities in these fieldp."
Unified Social Security and Changes Involved:

The changes believed

necessary to carry out the provisions of the plan are set out below.

(l) ''Unification of social insurance in respect of contributions,
that is to say, enabling each person to obtain all benefits by a single
weekly contribution on a single document ."
(2) ''Unification of social insurance and assistance in respect of
administration in a Ministry of Social Security with local Security
Offices within reach of all insured persons."
(3) "Supersession of the present system of Approved Societies
giving unequal benefits for equal eompulsory contributions {combined
with retention of Friendly Societies and Trade Unions giving sickness
benefit as a responsible agents for the administration of State benefit
as well as voluntary benefit for their members)."
(4) "Supersession of the present scheme of Workmen's Compensation
and inclusion of provision for industrial accident or disease within
the unified social insurance scheme, subject to (a) a special method
of meeting the cost of this provision, and (b) special pensions for
prolonged disability and grants to dependents in cases of death due to
such causes."
( 5) "SeJ?aration of medical treatment from the administration of
c ash benefits and the set t ing up of a comprehensive medical service for
every citizen, covering all tre atment and evPry form of disability undPr
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the supervision of the Health Department ."
(6) "Recognition of housewives as a distinct insurance class of
occupied persons with benefits adjusted to their special nee ds, including (a) in all cases (marriage grant), maternity grant, widowhood and
separation provisions and unemployment or disability; (c) if gainfully
occupied, special maternity benefits in addition to grant, and lower
unemployment and disability benefits , accompanied by abolition of the
Anomalies Hegulations for married women."
(7) "Extension o~ insurance against prolonged disability to all
persons gainful ly occupied and of insurance for retirement pensions to
all persons of working age, whether gainfully occupied or not."
( 8) "Provision of training benefit to facilitate change to new
occupations of all persons who lose their formpr livelihood, whether
paid or unpaid."
{9) "Assimilation of benefit and pension r ates for unemployment,
disability other than prolonged disability due to industrial accident or
disease, and retirement ."
(lo) "Assimilation of benefit conditions for unemployment and disability, including disability due to industrial accident or disease, in
respect of waiting time."
(11) "Assimilation of contribution conditions for unemploymPnt and
disability benefit, except where disability is due to industrial accident
or disease, and revision of contribution conditions for pension."
(12) "Making of unemployment benefit at full rate indefinite in
duration, subject to requirement of attendance at a work or training
centre after a limited period of unemployment."
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(13) ":a.king of disability benefit at full rate indefinite in
duration, sub ject to imposition of special behaviour conditions."
( 14) "Making of pensions, other than industrial, conditional on
retirement from work and rising in value wi th each year of continued
contribution after the minimum age of r etirement, that is to say, aft er
65 for men and 60 for women."
( 15) ''Amalgamation of the special schemes of unemployment insurance ,
for agriculture, banking and finance and insurance, with the gener al
scheme of soc i al insurance . n
( 16) "Abolition of the exceptions from insurance ( a) of persons in
particular occupations, such a s the civil service, local government
service, police, nursing, railways and other pensionable employments,
and in r e spec t of unemployment insurance , private indoor do~stic service;
(b) of persons remunerated above 420 pounds a year in non-manual occupations . "
(17) "Replacement of unconditional inade~uate widows' pensions by
provision suited bo the vari ed needs of widows, i ncluding temporary
widows' benefit at a special rate in all case s, training benefit when
r equir ed and guardian benefit so long as there are dependent children. "
(18) "Inclusion of universal funeral grant i n compulsory insuranc e . "
(19) "Transfer to the Ministry of Social Security of the remaining
functions of Local Authoritie s in re spect of public a ssistance, other
than treatment and service s of an institutional character . "
( 20) nTransfer to the Unistry of Social Security of r esponsibility
for the maintenance of blind persons and the framing of a new shceme
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for maintenance and welfare by cooperation between the

nistry, Local

At.hariti es and voluntary agencies.''
(21) ''Transfer to the

"nistry of Social Security of the functions

of the Assistance Board, of the work of the Customs and Fxeise Department
in respect of non-contributory pensions, and probably of the employment
service of the Ministry of Labour and ~ational Service, in addition to
unemployment insurance, and the work of other departments in connection
with the administration of cash benefits of all kinds , including v1orkmen' s co ,1pensation."
(22) "Suostitution for the unemployment lnsurance Statutory Committee

of a Social Insurance Statutory Committee with similar but extended
powers."
(25 ) "Conversion of the business of industrial a ssurance into a
public service under an .1ndustrial Assurance Board. "
Medical ~roposals:

.1n the particular field, medicine , in which we

are interested, the proposals are generalized leaving the working out of
the details to the members of the profession and a ssociated lay workers.
Assumption B under Part VI, Social Security and Social

olicy, deals

with the Comprehensive health and Behabilitation Services .
As stated in the report, there are two sides to this assumption.
First, it covers a nation health service for the prevention and cure
of disease and disability by medical treatment .

And secondly, it

covers the rehabilit ation and filling for employment by treatment which
will be both medical and post-medical.

lt is easy to see that such a

program will necessarily call for action both of the department concerned
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with health and of the ministry of labour and national services.
There is no endeavor to separate these functions in the present report,
rath r all conc Prned are to be combinPd under one head.
0

This an over

simplication and more detailed plans wi ll probably have to distinguish
between medical and post-medical work.
A coordinated scheme is proposed in which adequate medical care
will be readily available with proper emphasis on prevention of disease and rehabilitation.

'l'he recommendation that such servicP.s be

paid for in the form of insurance benefits indicates a desire to put
emphasis on the cost and thereby to get the individuals' cooperation
in keeping down unnecessary expenditures .
Quoting directly from the Heport , "the first part of Assumption
Bis that a comprehensive national health service will ensure that for
evPcy citizen there is avail able what PVPr medical tre atm~nt he requires,
in whatever form he requires it, domicilliary or institutional, general,
specialist or consultant, and will ensure also the provision of dental,
ophthalmic and surgical applianc es, nursing and midwifery and rehabilitation after accidents.

:fuether or not payment towards the cost of

the health service is included in the social insurance contribution, the
service itself should (1) be organized, not by the llinistry concerned
with social insurance, but by Departments res ponsible for the health
of the people and for positive and preventive as well as curative measures; (2) be provided where needed without contribution conditions in
any individual case."

Hestoration of a sick person to health is a duty of the State and

t
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and the sick person, prior to any other consideration.

The assumption

made here is in accord with the definition of the object s of medical
service as proposed i n the Dr aft Interim Report of the ]edical Flanning
Commission of the British Medic al Association:;

"(l) to provide a

system of .medical service directed towards the achievement of positive
health, of the prevention of disease, and the relief of sickness;
(2) to render available to every individual all necessary medical services, both general and specialist, and both domiciliary and institutional."
Beveridge f eels that the problems of organiz ation of medical service
do not fall within his r ealm.

For the same r eason he avoids a discus-

sion of many important questions, such as free choice of doctor , group
vs individual practice , t he place of voluntary and public hospitals,
and the status of medical education.

It is assumed that upon the

institution of the total program the administration of medical treatment
shall be lifted out of social insurance and become a part of a comprehensive health service.

Accepting this as possible, the major consider-

ation left is that of the method of financial .manipulation.
This question of finance is consider ed under the following heading:
(1) separate domiciliary treat ment; (2) institutional tre atment; (3)
special services like dental and opthalmic treatment; (4) subsidiary
services such as supply of medical or surgical appliances, nursing
and convalescent home s.

Under these various headings , the same general

trend of thought persists; That the state shall make available all such
services by paying part of the expense through taxes and part by requiring every individual to carry insurance of the prepayment type.

This is

to bring the i ndividual cost down to a l evel that can be adequately
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cared for in insurance payments by every income groy.p.

Hereby,

there is retained a feeling that the individual is paying for his
own care, but in such a way that it is not a financial burden.

Thus

the responsibility is shared by the individual and the state .
Post- medical treatment is regarded as a continuous process by
which disabled persons should be transferred from the state of being
incapable under full medical car e to the state of being producers and
earners.

It is sufficient to put forward three general propositions:

- from Beveridge , "(l) that rehabilitation must be continued from the
medical through the post- medical stage till the maximum of earning
capac ity is restored and that a service for this purpose should be
available for all disabled persons who can profit by it irrespective
of the cause of their disability .

(2) That cash allo Nances to persons

receiving rehabilitation service should be the same as training benefit ,
including removal and lodging allowances where required .

(3) That the

contributions paid by insured persons should, as in the case of medic al treatment , qualify them for rehabilitation service without further
payment . "
It is evident that much of the medical planning is being left to
the ~ritish

1,

edical Association, whose plan we shall present next .
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FUTURE FORFIGN PL.ANS
BRITISH MEDICAL ASSOCIATION MEDICAL PLAN RESEARCH
INTERIM REPORT
The British Medical Association's Medical Flanning Commission
has submitted its recommendations on social SPrvice and medical practi ce for the future in the form of an Interim Report ,

This task was

undertaken by "edical Planning Research , an organization of 400 anonymous British physicians, most of them under forty- five years of age .
They include doctors now in the armed services , doctors in civilian
practice, conservatives, middle- of-the- readers and liberals.

Thus we

have a report combining the views of a diverse group of men , all interested in the future of medicine which is their own life work.
All quotations are from the original Interim Report, unless otherwise
designated .
Drafts of plans were received from over 200 members and these have
been edited by small editorial groups and boiled down to the present
form.

It is intended to be, not a f lan for action, but a basis of dis-

cussion.

The final rPport will not be drafted until sufficient time

for criticism has elapsed, that being at le ast six months after the
initial reports have been circulated.
Guiding Princ iples :

There are two guiding principles to which the
,

members are pledged .

First , they agree to proceed by scientific methods .

They will collect all possible evidence , submit opinions based on evidence and be ready to admit error, whenever shown by the evidence .
Secondly , the plans submitted are to stress the importance of providing
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the maximum benefit to the maximum number of patients .
In general the report will be divided into two parts.

The first

part is to be a broad general outline of proposals for the future of
mP.dicine.

In the second part, thP details of various problems are to

be discussed and where possible fitted into the broad picture.
Froblems of Medical Planning:

It is recognized that there are two

groups of problems connected with medical planning.

First, medical

organization is largely deter.mined by the social pattern of life in
which it exists .

Contrasting, for example are large communities and

small communities which support different typPs of Ill':ldical systems .
Therefore , any planning for future medical practice mu.st consider the
probable social pattern in post- war society and how it will affect
medicine .

The second group of problems connected with medical planning

are those dealing with envi<y:"nmental surroundings of the people receiving the medical care .

Actually the first group of problems are con-

c erned with what is likely to happen, and the effect on medicine; while
the second group of problems concerns that which ought to happen if
maximum hPalth, both mental and physical , is to be obtained .
General Frobl ems :
Population:

The planning research presents the yeidence indi-

cating the changing of the population to an older average age group.
Causes of this change are essentially the same ones presented in the
Beveridge Report .
In order to meet this problem the following proposals are listed:
( 1) "After the war a long- term planned population policy is
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needed."
( 2) "The main point of such a policy must be to make children
an economic asset rather than a liability to all social classes of the
population.

The best ways of carrying this out appear to be:

(a) A universal system of adequate family allowances for all
non-wage earning children.
(b) A universal system of free education, with equal opportunities for all children, and planned vocational training."

(3) "It is only a.lightly less important to make children a social
asset to all classes of the population.

This calls for:

(a) A planned housing policy, so that homes and their surroundings may be suitable for the happy and heal thy growth of families of 3 or more children.
(b) The provision of nursery schools so that mothers who wish

,

to carry on premarital occupations may do so .
~

(c) An educational campaign throughout the country to popularize
families of 3 or more children.

It is useless to carry out

such a campaign, however, unless all the material factors working against large families have first been dealt with. "
(4) '"Having taken steps to encourage fertility it is essPntial to
study the results.

To undertake such studies , it is suggested that Demo-

graphic Research Department should be set up as a part of a national
Social Research Council, analogous to the

edical Research Council .

The results of such studies should be published . "
(5)

t

While every economic and social encouragement should be given
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to those who want children , the means of avoiding children should
also be available to all."
(6) "On the subject of aompulsory sterilization either of mentally
defective adolescents on discharge from institutions for children, or
of recovered psychotics on discharge from mental hospitals, we express
no final opinion.

Until more is known of the carriage of defective

genes by normal people, and of talent-conveying genes by abnormal
people, we consider that it is wiser not to rush in where experts fear
to tread."
Froductive Capacity~ related .to Social-~conomic Futurea
An opinion of experts has shown, and the experience in production

during this war affirms, that productive capacity is not limited by
financial barriers.

On the contrary the only limiting factors are

physical and mental labours combined with the amounts of raw matPrial
and machinery available , and the power to cooperate in their use.

W~re

and more people consider that controls and national planning have come
to stay.

Jith that in mind, it is recommended that post-war production

be planned nationally, to meet first of all the n~eds of the people and
only then, to supply luxuries .

The necessities include physical and

mental, and as stated in the rte port the physical necessities are:
,.(1) Nutritious food.

(2) Adequate supplies of heat, light, portable

water , sewage disposal arrangements and fresh air.
restorative health services.

(3) Prevention and

(4) Clothing necessities.

(5)

Housing,

furniture and hardware.,.
Mental necessities which are equal ly important as physicial
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necessities and which .must be included are: "( l ) Adequate education.
Free education for all till 18 , with the last 4 years incrPasingly vocational , should be combined with free university or technical training
for those who can profit most from it .

(2) Adequate occupation.

(3)

Adequate recreati on. "
FQverty , its importance in Health Planning:

Here the discussion

follows the well known and all too true parallel of poverty and disease
and the vicious circle they create .

The medical planners stress the

mental strain of ;poverty and its resultant effect, not only on the wageearner but on his whole family .

The causes are replicas of those in

the Beveridge Report and do not bear repetition.
The propositions dealing with abolition of poverty are listed;
"(l) There must be a national mini.mum wage for both sexf's which will
enable its recipients to purchase all the basic needs for physical
health.

(2) To this must be added a wife's allowance where the wife

is working domestically .
introduced.

(3) Family allowances for children must be

(4) Unemployment benefit, sickness benefit and widows'

pensions must be raised to the national minimum wage level .

(5) Old-

age pensions mst be raised. n Here a wise recommendation restricts
the amount of the raise, causing it to be below the minimum wage for
adults .

tt(6) In case of all payments above, there must be no means

test. "

In this it means that all members of the community shall con-

tribute and shall have similar rights .

"(7) A comprehensive system

for the removal of poverty will only work in a community with a high
level of production. "

This provision relates to the problem of those
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members of society who refuse to work,

It is suggested that such

persons be dealt with by worker's committees .

Also t he neuropath or

psychopath who exploits the system must be examined and vouched for
by the doctor to give evidence of nred before the committee of fellow
workers .
Purchasing Fower:

It is recognized that medical purchasing powPr

is dependent on the distribution of national purchas ing power .

There-

fore, the higher income groups with greater purchasing power receive
alightly better medical care .

Phe

obin Hood system of sliding scale

fees is workable as long as the doctor gives the same care to all, no
matter the amount of the fee and as long as the higher income group is
financially able to stand the extra tariff .

All this is closely relat-

ed to productive capacity which is the mirror image of purchasing power
and to poverty which is t he result of brea~down of one or both of the
other factors .
factors .

Medical planning must of necessity consider these

And the future medical practice must be a flexible system,

capable of providing the whole community with everything medical it
needs .

'.flhe best must be available for all but the we althy may still pay

more for it .
Distri bution of Population

~

Reconstruction of 'l'own and Countryside:

The essence of this part of the Heport is that the state should take over
all ownership of land and buildings, or at thP least take over control of
them and supervise all future planning .

'l'hen all future construction

I

of industry, etc . will be along hygenic lines .
Faying •'o r the

lan:

Present methods of paying for medical
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services include the following:
hospitals and allied sPrvices.
Private Insurance plans .

(1) Direct paymPnt of fees to doctors,
(2) National Health Insurance.

\3)

(4) National taxation, dirPct and indirect.

(5) Charit 3ble contributions.
The member of the commission SPt up the following critPria to
govern the future paymPnt:
"(l) Memb rs of the public should have the feeling that they
0

are themselves paying for the services thPy rPceive; an1 they
shoul d have a measure of freedom in choosing who shall give them
these services."
"(2) Doctors should retain, as far as .rossible , thP feeling

of dependence on their own efforts , and of independence in their
relationship with the state."

"(3) All classes should be able to pay for SPrvices when they
are well, and should be frPed from the burd~n of paymPnt during
and after illness."
"(4) Payments made during tim"'s of hPalth snould covPr all

servic"'s needed at any time."
"(5) There should be no question of persons wishing to pay
private fePs at thP. time of illness receiving preferential treatment over patients being tr>?atPd on an insurance basis . ''
"(6)

t the same time, some people in thP upper income groups

do wish to continue private contract for medic al treatment.

It should

be possible for such people to put out of a part of any national
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insurance payments, and so cease to be entitled to medical
benefits. 11
"( 7) The amount of insurance payments should be based on
capacity to pay - i.e ., on some income assessment."
"(8) The burden of health services should be removed from the
rates."
"( 9) The nature of the payment should be as simple and as comprehensive as possible.
tt (

10 ) There should be no levy on employPrs or on any other

isolated section of the community .''
To fulfill the above requirement.a, it is proposed that Pvery wageearner, salary earner , or person in r eceipt of any form of earned or
unearned income should pay a compulsory, single social security insuranc e premium.

hese premiums should be graded according to incom s.
0

In rPturn
for such a premium every contributor shall be entitled to;
,-,,:-.
(1) complete treatment for all forms of siclmess.

This is to include

rehabilitation and necessary training to return the person to that
condition in which he can earn a living, either in his old occupation
or a new one.
doctor.

The contributor should be free to choose his own home

l2) Specific prophylactic measures provided to aid maintain-

ence of positive health.

(3) Ad.equate cash sickness benefits for the

contributor until he or she retur.s to work.

l4) Cash unemploymRnt

benefit, on the same scale as sickness benefit .

l5) Adequate old age

pension and widows' pension on the same scale .

(6) Burial allowanc e s,

(7) Ade quate family allowanc e s.

As stated previously, there shall be
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no means test, because it tends to discourage thrift.

Instead, it

is believed that a need test would be more trustworthy in application.
Figures by the linistry of Labour show that the British families
in 1937-38 were paying about 7.35 p~r cent of their total expenditure
for medical care, unemployment insurance, pension insurance and the
like.

The estimate in this program is that 10 per cent of the total

expenditure for a family will more than c arry the indiviiual load in
the providing complete social insurance. This ten per cent expenditure
would be paying for thirty per cent of the total cost of the National
Social Security program.

The Crovm or Central government in 1938-39

was paying for 65.5 per cent of the bill for all social s~rvices, including medical services, the money being derived from taxes, both
direct and indirect.

If this percentage were raised 4. 5 p r cent to
0

70 per cent, the future program would be adequately financed.

An

alternate suggestion is that the 10 per cent paid by the individual be
included in the income tax, this being a supposedly more painless way
of paying the bill.

In either case, we see a plan which closely para-

llels that of the Beveridge Report , in which State contribution lowers
the cost level for social services to the point that each individual
can participate to the full extent by contributing only 10 per cent of
his earnings , no matter what his income.
Administration:
Under the sub-head of "Principl Ps of Administration" there is
a thorough coverage of the various methods by which large organizations
can be controlled.

Some of the mutually opposed forces upon which the
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bal ance of efficiency depend are:
administrater.

"(l) The technician versus the

(2) Parallellism versus hierarchy.

versus the committee .

(4)

(3) The individual

The centre versus the periphery .

(5)

Uniformity versus diversity . "
Each of these has been studied and later in the report we find
that the benefits of some of th se forc es are applied to the administ ra0

tive plan.
~ikewise there is a long discourse on the t ypes of committees and
their role as opposed to the individual in administration.
ing types of committees commonly occur;

"The follow-

(1) Legislative , (2) Directing

(3) Executive or administrating, (4) Coordinating, (5) Advisory, (6)
Judicial , ( 7) Research or investigating. " "In practice , co.rmnittees often
perform more than one o-f these functions . "

Here again the practical

application of such committees will be of value in administration.
Having fully adjudged the merits of general administrative policies
and committee organization, the participation of the individual in the
picture is presented.

~he values of certain methods of appointments,

methods of remumeration, conditions of tenure , principle s of advancement and possibilities of change are weighed.

From all of the se are

derived the general suggestions as to an organizational plan which will
be presented in ~r ief.
Application~ Frevious Discussion to a General Flan:
cation me:y be explained best by r eferring to chart ffe II .
atory remarks are necessary and will be given her e .

This appliCertain explan-

ln order to a:ppreciate

the scope of the plan it is advisable to compare this chart with chart

# I of present system.
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The health organization, to be known as the National Health
Corporation, shall be placed under the Ndnistry of Health along with
a parallel set-up of the social services.

Howev r , the l ational
0

Heal th Coroporation shall be controll~d by a group of seven members
including a lay chairman, three medical members and three lay members
(one of whom shall be a woman) .

This group will be appointed by the

~rivy Council, subject to the recommendation of both the lrime Minister and Ministry of

ealth and shall hold office for from 3 to 7

years with a limit of one reelection.

'l 'his corporation shall be

charged with the spending of National Health funds, which are to be
obtained in a block grant from the Social Secur-ity Fund, previously
described .

1

he Director- General , ex-officio secretary of the Board,

shall be the principal executive officer.
practitioner and should have a deputy.

He should be a medical

Senior officers in charge

of large sections shall be called controllers with the same salary
as the Jirector- General .

Beneath the Senior Controllers shall be the

Directors of Divisions .

These men are peripheral directors in charge

of geographical rather than functional divisions .

Coordinating the

parts of a region shall be the duty of Regional Hospital Committees ,
composed of represent atives of all hospit al-owning bodies or authorities.

The regions proposed are administrative and not medical ,

leaving the patient free to choose doctors or hospitals outside the
,
region, if he wishes . Subregional divisions shall be placed so that
the medical needs of the population are adequately provided for .
'J.'he actual ownership of the hospitals and facilities can be either
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state or private , the only requirement being that it function within
the fabric of the Corporation.
Up to this point, the description has been of the purely administrative organization.

:Tow, it is proper to considPr the set-up for

the actual practice of medicine .

~he Me dical Centre with parallel

medical and lay administration is the nucleus of the distribution of
medical care.

Such centres are to be located so as to serve adeq'l:!8-tely

the geographic and population needs .

They may or

may

not have a key

hospital attached to them, but attached to each medical centre should
be the local health centre.
The key hospital will be a t aching hospital as sociat d with a
0

0

university and in addition p~rhaps having specialized units for the
care of certain diseases, e specially thosP in which research work is
being c::i.rried on.

Actually the medical centre will be a large poly-

clinic through whic h are sent all patients who are beyond the scope
of the home doctor.

As noted on the chart, the centre has these var-

ious subdivisions:

(1) Out-patient Department
(2) In- patient service
1a) Fever diseases, (b) Niaternity (c) Medical cases (d) Surgical (e) Pediat rics .
(3) Fathological and Radiological Department
(4) Ambulance service
(5) Social physician , to deal with social problems connected with
mad:ical proolems .

These men should have special training.
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(6) Long-stay or chronic hospitals in association with it. (i.e./
(a) Tuberculosis, (b) Mental cases, (c) Orthopedic rehabilitations
(7) Hostel for care of children under 15 whose .mothers need hospitalization.
The Doctor and his work:

A classification of doctors and their

work is suggested as the following:
".(l) The home doctor - a family doctor, the general practitioner .
(2) The specialist or consultant.
l3) The social doctor - environmental doctor or medical doctor

of health."
In addition the above groups perform other important functions,
namely:
"(l) Teaching - technical for medical students, student nurses,
and other technicians and, to a small extent, popular, for
members of the public.
( 2) Research.
(3) Administration."
The Home .Doctor:

Phe rtome iJoctor brings the position of the gen-

eral practitioner back to the i mportance it should have.

In this plan

he is the sorter of patients, the true family physician especially
trained for his job.
From the patients po int of view, he must perform the following
functions:

"(l) He must be the doctor of the patient's choice."
"(2) He must examine and advise the patient at a point reasonabl~
near the patient's home at a mutually convenient time, whenever the
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patient wishes it."
(3) He must give the same standards of advice and skill to all

his patients, regardless of their class, social status, or income."

(4) When he has reached the limit of his skill, he must not conceal the fact from himself or the patient.

rte must then arrange for

the patient to see an appropriately skilled specialist, and must cooperate with this specialist in c arrying out treatment when the patient
leaves the specialist's hands.

Furthermore he must arrange for a

specialist opinion at the patient's request, even when he himself considers this unnecessary. "

"(5) When it is necessary, he nn1st arrange for the patient to
receive appropriate institutional treatment . 0

As a specialist

in his own field the Home Doctor must be an expert

in:
"( l) General bedside diagnosis, especially medical and surgical

emergencies . "

"(2) General home treatment (including, in remote areas, dispening, but excluding biochemical medicine such as the stablilzation of
diabetes, and specialized treatment , such as veneral disease)."
"(3) Simple clinical pathology.''
"(4) The diagnosis and home treatment of specific fevers , skin
diseases, diseases of th

0

eyes , ears , nosP and throat , children's

diseases, gynacological diseases, and minor psychiatric illnPsses . "
"(5) After- treatment of all institutionally treated illness . "
" ( 6 )Child welfare . "
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"( 7) Ante and post-natal care, and possibly midwifery.
" ( 8)

Minor surgery and medical first-aid in surgical emergency

(excluding anything but the fir st-aid treatment of fractures)."
"( 9)

Forensic .medicine as it affects general practice. n

Doctors J,Oint of view:
In order to function to the height of his capacity the Doctor
must be working under the best conditions.

The conditions considered

essential are as follows:
••(1) He must not hav e to ''buy his wey in" to a practice.

His

early years in practice must not be crippled by the heavy debt which
i:,urchase so often involve s."

"(2) He .must be a free

man - free to throw up his practice if he

wishes to do so; free to refuse to accept a patient (though having
once accepted, he must carry out his obligations); free to increase
his practice by his own efforts up to a r oint where it is generally
judged that efficiency is reduced; and free from undue bu.rPaucratic
interference, whether medical or lay.

If he fails to carry out his

statutory obligations, he must be subject to statutory discipline, and
not the inro ad s of officialdom.

Unless our doctors are free men ,

they will lack the sense of responsibility on which the doctor- patient
relationship rests."
"(3) His remumeration must be adequate, from the outset of his

career, and must bear a relation to the amount of work he does ."

"(4) He nn.ist be adequately housed , and adeq_uately equipped for
his work."
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"(5) By arrangement with his colleqgues, he must have regular and
adequate off-duty times.

He .IID.lst have regular holidays."

"(6) Once every 5 years at least he must have a refresher course
specially planned for his needs."
"(7) Within his general field, he must have orportunities for
acquiring and utilizing special skills."
''( 8) He must keep in contact with his colleqgues, general and
specialist, and for this there must be a physical focus.

His primary

focus will, in fact, be the health centre; his specialist focus will
be his local polyclinic and hospital.''
"(9) He must be adequately insurPd against sickness and provided
for in old age."
The Specialist and Hospital Services:

Complimentary to the Home

Doctor and his work are all functions of the hospital services and
associated specialists.

Such a plan must require of the hospitals

the following facilities:
"(l) Consultation in clinics reasonably near the patient's homes,
and, when necessary, consultation in the patient's own homes."

"(2) In-patient investigation and treatment."
"(3) Out-patient treatment for conditions beyond the scope of the
Home Doctor."
"(4) Special treatment for long lasting and chronic illness."
"(5) Rehabilitation (positive convalescence)."
"(6) Training of doctors, nurses, and ancillary health workers ."
"(7) Research."

Vie
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The Specialist will serve as a consultant and as doctor to those
cases referped to him in his own field .

Patients shall havP. the right

to choose their own consultants or specialists , if such are necessary.
As is the tendency now, the specialist will carry on most of his work
as a member of the hospital and medical centre staff .
The Me~dical Staff:

The principles governing the medical staff

would be about as follows:
(1) All appointments should be advertised .

.

<i'

(2) The clinical and administrative ladders should be separate .
(3) No member of the senior staff should be confined to out- patient
work and none should be free from it .
(4) The conditions of appointment, pay, promotion, etc . , should
be the same in all hospitals whether key, long stay , special or medical
centres .
(5) Both part- time and full - time appointments shoul d be available .
( 6) There should be at least one !llE'mb<>r of the whole- time staff
for each major subject in the teaching key hospitals who is a university professor.
(7) Ad.equate provision should be made for holidays, pensions or
retirement and sickness .
(8) MovPmPnt of J)f'rsonnel both within and between hospitals should
be encouraged, as should travel at home and abroad , in ord<>r to gain
experience .
(9) A uniform set up for handling the junior aprointments and
advancements should prevail .
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It is easy to see that a combination of t he Beveridge Re port
and the 1:i.e dical Planning Commission Interium .cteport provide a well
or ganized plan for study .
remains to be seen.

Nhether such a system will work or not
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FOREIGN PL.AN:

CANADA

"A general plan for heal th insurance was presented for study and

consideration to the House of Commons Committee on Social Security by
the Honourable Ian Mackenzie, Minister of Pensions and National Heal th,
on March 16th." (Canadian Journal of Fublic Heal th; July '43)

This

plan covers only the problem of medical care, but indic ate s that complete medical care includes, also, nursing services, hospitalization,
medicines and drugs, and dental care.
Due to some provisions in the Constitution of Canada, it is not
possible to institute a comprehensive Dominion- wide national health
insurance act.

Therefore, it is suggested that the health program

be administ~red on a Provincial basis with assistance financially
from the Dominion.
A draft bill of a possible plan for the Provinces to be guided
by is summarized:
Cover~e:
Such a plan is to include all persons resident in Canada.
There will be no compulsion placed on the Frovinces in this r espect,
provided that all indigents are included in the plan.
Heal th Insurance Fund:
A health insurance fund will be created from money contributed
by insured persons, employ ers, the provincial government and the Dominion government.
person.

The personal contributions is estimated at $26 per

ach person will pay the entire cost if it does not exceed

three per cent of his income .

If he is a wage- earner, his employer
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will pay the differenc e , if not , the province will do so•

Such com-

bined contributions will be sur plemented by a Dominion gr ant .
Registration:
When the plan is ado pt ed, all r e sident s will r egister and
SPl ect a doctor from t he approv ed list .

The physicians' pay will be

dec ided by the Provincial He alth Insuranc e Commission •
.Benefit s :
a.

Tu~dical service include those of a general practitioner,

consul t an_t , surgeon, obstetrician, nur se and hospitalization.
b.
dentists .

Dental care will be r e stricted by the lack of suff icient
First consideration will be car e of children up to the age

of sixteen.
c.

Pharmaceutical

d.

Hospital includes general ward unless necessary to have

private room or the insured pays the differenc e .
e.

Nursing bene fit will be limited to visiting nurse , unle ss

bedside nursing is e ssential.
Administrations:
The Administrat ion will be provided for by the .He alth I nsurance Commi ssion in each of the provinces .

This commission will be

composed of a chairman who shall be a doctor of medicine, the Deputy
Minister of li?alth of the province (ex- officio) and . suc h other p rsons
0

as shall be deemed necessary.

Consultation will be hel d with repre-

sentatives of profe ssional groups , laborer , agriculture , industrial
and the like groups .

71.

74

Grants:
The Dominion will make separate agreements with each province
to assist them with grants of money to provide various additional health
services .
a.

The eight proposed grants are:
He al th insurance ; b . 'l'uberculosis ; c . 1,:ental diseases ; d. Gen-

eral public health; e . Venereal disease ; f . Frofessional training for
professional men to get training for degrees in Fublic HealthJ g . Investigational; and h. fhysical fittness . {prophylactic) .
Costs:
There is nothing here of value , except that they believe it
will be easy to pay for the program proposPd in the prPviously described He alth Insurance Fund.
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UNITED STATES FLANS:

1-/,U.d.aY- .7.AG •R 11 61

On June 5, 1943, a plan was offered Congress as a basis for
legislative study and consideration.
a Unified

This plan proposes to create

ational Social Security Insurance System.

lhe Senate

version was introjuced by Senators Wagner of New York and Murray of
lVJOntana as (S 1161) and Representative Dingell of Michigan introduced
it to the House of Re presentatives as H. R. 2861.
General Purpose:

The bill advocat Ps a broadening of the present

Social Security plan so that it will include the following:
1.

a system of public employment offices,

2.

incrAased old age and survivors insurance b~nefits ,

3.

temporary and permanent disability insurance ,

4.

protection to individuals in the lilitary Services ,

5.

incrPased unempl oyment insurance benefits ,

6.

federalized unemployment system,

7.

maternity benefits ,

e.

medical and hospitalization insurance benefits ,

9.

broadening of the basis of existing social security program

so as to include persons now excluded; such as:

farm work rs , domestic
0

workers , independent farmers , employees of non- profit organi zations,
the professions , and other self- employed individuals .
10.

unified public assistance program.

How Financed:
taxation.

This new inclusive system is to be financ ed by

Through the following taxes there will be created a '1Federal

Social Insurance Trust Fund".

There wi ll be 6 per cent Pmployee and
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a 6 per cent employer tax on all wage s and salaries up to $3,000 per
year .

The self- employed will pay 7 p r cent up to ~3,000 a year.
0

The employees of Federal, st ate and municipal groups (under c ,.,r tain conditions) will pay a tax of 3½ per c ent .
annual r evenue is around ~12 , 000 , 000 , 000 .

'l'he est i mated total

{National Physicians Com-

mittee for Extension of ,1edical SPrvice - based on United St ates
Treasury estimates .)
edical Provisions (Brief/ :

An

analysis of the medical clauses

will give insight to the purpose and possibilities of the proposed

measure .
Scope :

Fvery insured individual and dependent shall be entitled

to receive the following:

l.

General medical benefits which accord-

ing to the provisions , include all the medical services which can be
provided by a general practitioner .

'l'his include s preventive , diag- ·

nostic and therapeutic treatment and care , plus pPriodic physical
examinations ,

2. Special medic al benefits include all the s~rvice s

which c an be giv en by a l egally qualifi~d and recognizPd specialist,
3.

Laboratory b~nefits includi ng necessary laboratory or relat~d

servic ~s, any car£ not prov ided under medical and hospital ben~fits ,
4.

Ho spitalization benefit includes the use of all facilities l east

expensive but compatib l e Tii th the proper care of t he patient .
The suggested limit ations which may be chang<>d by the Surgeon General,
are allo.11ances of ·;_;3. 00 to :$6.00 pr>r day for not more than 30 days;
~l.50 to C4 . 00 per day after 30 days and 01.50 to $3. 00 for patients
in chronic hospitals .
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The Doctor:

A:ny legally qualified medical doctor may participate .

The Surgeon General will obtain and publish the list of names of all
doctors desiring to practice under the plan.
ratients will choose their own doctor and can change doctors in
accordance with the rules and regulations prescribed by the Surgeon
General .
A maximum limit to the number of patients that a doctor

may

have

on his "panel" will be determined by the staff of the Surgeon General.
Certain "relevant factors" will entPr into local problems as to
pat i ent- doctor relationship.

The services of a spec ialist will be

av ailable to the patients only on the recommendation of the general
practitioner on the case .

Specialists and their qualific ations shall

be determined by the Surgeon General .
Doctor Fayroent:

Four methods of reembursing the doctors are set

forth :
1.

layment on the basis of fees for services rendered , according

to the fee schedule set up by the Surgeon General .
2.

By a per-c apita basis , the amount being det rmined by the
0

number of patients on the practitioners list .
3.

Un a salary basis , wheth r it is whole or part time .

4.

A combination of any or all of the above m thods .

0

0

tlospitals:

!twill be nec essary for the Surgeon General to

a pprove al l hospitals desiring to participate in the program.

This

a~proval will depend on the consideration of the type of s~rvices to
be rendered.

'l'he plan will provide hospitalization for each indivi-

,,,
dua l entitled to benefits up to 30 days per year .

'l 'his may be incresed
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to 90 days if funds are available .
Finance:

A block fund designat d as the "medical care and hospi0

tal account" will be transfered from the "FedPral Social InsurancP.
Trust 1''und . "
Fducation:

une per- cent of the total amount collected under the

Social Security Insurance Flan will be set aside f or an education.
'l 'his will take the form of grants- in- aid to be divi ded and controlled
by the Surgeon lreneral .
are recommended:

a.

'l 'hree separate fields for g~ants- in- aids

Hesearch; b .

LTraduat P work; c .

Under- graduate

work.
Suppl emental Services:

'l'he

urgeon LTeneral and Social Security

Board must determine some method of providing adequate nursing, dental
care and othPr benefits as are commensurate with t his 1lan.
dminist ration:

By study of chart

retical administration is obvious .

I III t he simplicity of theo-

~he Surgeon General of rublic

Health will takr the necessary steps to put the plan in operation and
thence-forth shall control the program.

An Advisory Countil is to be

appointed by the Surgeon General from a list submitted by all organizations concerned.

There will be sixteen members, appointed for four

years with staggered terms of office .
The Surgeon General will be advised by the "Council" as to 1.

Professional standards for general and special medical benefits,

2.

Designation of specialists ,

3.

Tu!ethods and arrangements for stimulat ing and encouraging

high standards in all branches of medicine and allied services ,
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4.

Quality and adequacy of s r rvice being furnished by the

profession,
5.

Methods for paying for medical and hospital s,.,rvicPs,

6.

Grants- in- aid for education,

7.

~stablishment of special boards, commission, committ0es , etc .,

as deemed necessary.
Briefly , the Surgeon General will have comr,lPte control over all
phases of medical practice in our country .

:UTPD STATP'S FL \JS:

COOI'FRA':1 IV1i' 1F ICINE

There are a number of various d finitions of cooperative medicine ,
0

and they tend to cause much confusion when discussed.

ThPrPfore, the

plan of cooperative medicine as suggested by V. I . Tereshtenko may be
defined as "the application of coop,.,rative principles to voluntary
heal th insur ance . "
Frinciples:

The most commonly accepted principles applied to

cooperative medicine are the so- called "Rochdale principles . "

These

principles are:
a.

Open membership, without restriction as to sex, rPligion, etc .

b.

Democratic control , which expresses itself in rule 'one vote

per memb,.,r' (irrespective of the number of shares ownPd) and ' no proxy
voting. '
c.

istribution of surpluses resulting from the economic activity

of the organization in proportion to th member's patronage , not in
0

proportion to his holdings in shares or capital .
d.

Religious and political neutrality.
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Organization:

The various contributors to the development of the

cooperative medicine plan recognize that no one plan of organization
will fit all circumst ances, loc al conditions, or composition of membership.

However , there arP two character i stics which must be considered

indispens abl e . (Tereshtenko)
"l.

Consumer's cooperative control.

ond of the "Rochdale principles . "

This is t ypified by the sec-

In addition such control should not

interfere with the work of the medical staff and their personal practice
of medi cine."
"2.

Periodic payment s.

on the monthly basis .

Such payments should b e in advance , usually

The amount of payment depends variously upon

local condi tions, the scope of service rendered by the organization,
and the number of its mPmb""rs . "
Next; i t is conside red that ther e are t wo other characteristics
which, although not indispensibl e , arP advis able.
l.

Gro up Medical practice .

This i mpliPs only to the agreement of

a number of physicians to r ool th"'ir practice by working together,
sharing office equipment , patients, case histori "' s and compensation
rl:'cieved .
2.

lre ventative i..edicine .

Actually there are many example s of these principle s in operation
in the United Stati:>s at prPsent .

The highly publized KaisPr Plan is

just a vari ation of t his sy stem.

l¢cience Digest; November, '43)
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UNI~D STATES PLANS: · V - PLAN
Fieking a catchy title, the 1~dical Administration Service has
submitted a plan called the V-Plan.

The

V

does not pertain to the

present "V for Victory", but to the "Voluntary hospital", which is the
basis of the proposal .
Principles:

Develo_pment of the V-plan calls for the coodinated

use of a number of proceedures, which are, briefly:
cation of the insurance principle to medical care.

First, the appliIn a community

wide organization, each member contributes a predetermined amount of
money and all recieve basic benefits.

Second , preventive medicine as

practiced by a combination of doctors, health centers and informed
partients.

Thirs , group practice.

This means the utilization of a

team of physicians, each treating the patient whose illness falls in
his particular field.

Fourth, using non-medical personnel to do work

that does not have to be done by a doctor himself.
of the public.

Fifth, education

At present, this plan calls for putting these ideas

into operation within existing voluntary hospitals and later, if the
scheme is successful, an extension into other existing proprietary
and tax-maintained hospitals.
Basis of flan:

The Voluntary hospitals may be consid~red to be

those which are usually non-profit corporations, administered by boards
of public spirited citizens.

They usually serve needy patients gratis

and are supported by payments from private patients and by charitable
contributions.

Quite a number are und~r church auspices.

As stated, the plan will be based on the local voluntary hospital.

·ao.
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The success of the proposal depends on the coordination of the local
hospital with the members of the community.
Organization:

The organization may vary with each loc ality, but

it is recommended that a communi'ty health association be formed to
which all :members in the commwiity would belong, on a business basis .
Finances:

A scale of rates should be s 0t up by the community

health association to be supplemented by taxes and where possible by
employer contributions.
able to pay.

The community will pay the dues of those un-

r ayment should be arranged on monthly basis, either pay-

roll deduction or direct collection.
Health Service Center:

A center, whereby a concentration of

medical staff office s in or near the voluntary hospital is brought
about, will facilitate the handling of patients and their problems.
All services should be available to all the members according to need.
St~t Organization:

The staff will be divided into three arbi-

tary groups.
1.

In-hospital attending physicians

2.

Out-patient department attending patients

3.

Auxillary physician, attending patients at home or in their
offices.

In the first two catagories, the staff would be theoretically a
closed one with doctors belonging to both groups if they wish.

Aux-

iliary doctors would refer patients to the clinic when necessary and
could work in the hospital of clinic wider supervision of the members
of the first two groups.
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octor Compensation:

A full-time salary based on scientific acumen

and medical skill is the method suggested for compens ation.

There is

no mention as to who shall determine such standards.

iNITED STATES PLANS:

NATI Ol AL HEALTH PROGRAM

This is a resume' of the main po ints pre sented in the summary of
the Program recommended by the Technical Committee on Medical Care to
the Inter-departmental Committee to coordinate health and welfare
activities and pre sented to the President February 14, 1928.
A great deal has been written and said about the proceedings at

the National Health Conference held in 1938.

at is more, a great deal

was said and written at that conference, and , after reading about it, it
seems wise to pre sent only this brief r e sume' of r ecommendations.

Anyone

desiring entertainment , but not accurate information will enjoy Rortys
book ".American

edicine

bilizes••.

Present Deficiencies: According to the committee 's study, medical
and hAalth service deficiencies fall into four braod categories:
"a.

Preventive heal th services for the nation as a whole are

grossly insuffi cient."
''b.

Hospital and

other institutional f acilities are inadequate

in many communities, especially in rural areas, and financial support
for hospital care and for profPssional s ~rvices in hospitals is both
insufficient and precarious, especially for SPrv~ces to people who
cannot pay the costs• of t he care they nee d."
"c.

One third of the population, including pPrsons with or without
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income, is receiving inadeq_uate or no medical service."
"d.

And even larger fraction of the population suffers from

economic burdens created by illness."
Recommendations :

(National Health Irogram-Summary)

The committee makes five general recommendations

which are to be put into effect over a period of ten years.

lt contem-

plates a gradual well-planned expansion in the line with general proposals.
I.

~xpansion of ;Bublic Health and Maternal and Child Health Services .
a.

Public health services expansion along both state and

national lines, with exphasis on prevention of disease .
b.

Maternal and Child Heal th Service "to make available to
mothers and children of all income groups and in all parts
of the United States minimum medical services essential
for the reduction of our needlessly high maternal mortality rates and death rates among newborn infants, and for
the prevention in childhood of diseases and conditions
leading to serious disabilities in later years." (National
Heal th Program - Summary)

II.

xpansion of Hospital Facilities .
a.

General and special hospitals ~ccording to nee d, especially
low-cost hospital beds.

b.
c.
d.

Tuberculosis sanatoria
~ntal institutions
Health and diagnos~ic centers in areas inaccessible to
hospitals.

The expansion of facilities means more than

physical equipment , it means improvement and increase of
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personnel with adequate te.muneration so that better care
will be available to all.
III.

Medical Care for the Medically Needy,

Such care to be improved

and maintained by local state or federal governments, jointly or singly.
IV.

.fl. General Program of Medical Care,

It is recommended that

consideration be given to a comprehensive program to incre ase and improve medical servic e s for the entire population.

This should fill in

the gaps l eft aft er the institution of ~ecommendations I and III .
Finance:

Financing of such a vast program coul d be executed

by one of two we:ys .
a.

General taxation of special tax assessments .

b.

Specific insurance contributions from t he potP, ntial

beneficiaries of an insurance system.
Or ganization:

A program such as t his sho uld pre serve a high

degree of fl exibility in order to allow for indivi dual initiative
and for geographical and economic vari ati on, medical faciliti e s
and governmental organization.

v.

Insurance against loss of wage s furing sickness .
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PART III
A BRIFF DISOUS~ION OF NFED
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NFED

Introduction

.!2. Need:

The first part of this pap~r has described

some of the more im~ortant systems which endeavor to bring medical care
within easy acc ess of all patients .

In the second part , a number of

the most comprehensive plans for medical care in the future were presented.

In all case s the analy sis was made aftE>r extensive study of

the plans and systems .

AS

near as possible the author has refrained

from comment which might throw either favorable or unfavorable light
on any one scheme .

it was necessary in most cas e s to balance the

opinions of both advocates and opponents in order to give an accurate
picture .
This portion of the paper deals with the need for a change from
the present system of medical practice in the united States .

Here we

shall present the outstanding reasons for considering a change of
medical policy .
There are a number of objections to the detailed presentation of
the 'pros and cons ' of the needs .

The fir st being that it would re quire

another thesis to cover the field of Need.

Secondly , the figur e s

showing e ither need or no need are gathered by t wo opposing t ypes of
minds .

The sociologist bases his argum nt on a so- called cross- section
0

group and by inductive r easoning arriv s at a conclusion.

He believes

that the whole country is represented by his conclusions .

On the other

0

hand the medical man usually relies on a scientific appro ach, requiring complete surveys of every possible item and because of his deductive mind will not believe the picture to be accurate without every
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deit;il.

Consequently their figures and facts are in constant disagreement.

AJJ.y honest medical practitioner will admit that the pre sent system

does not extend the maximum care to the greatest possible number of
people .

This part of the writing will be based on theory and will be

to a great extent contradicted by the practicability discussion lat er on.
The conclusions presented her e and i n the r e st of the paper will
be those of the author and are b ased on the reading of many article s
and editorials on the subj ects.

Referenc e s to the reading will b e f ew ,

but a special bibliography will list those articles which have influenced
the expressed opinion.
Progress:
century.

Medicine has made great strides in the la,: t half of a

In fact the progress of scientific medicine has far outdis-

tanced its application .

Al though we have i mproved our methods for the

cure and eradication of many pathological proces ses, we have fail ed to
make them available to all of the population.
The empirical treatment of disease is rapidly be ing abandoned by
the trained men of our profe ssion.

Accurate diagnosis with subse quent

specific treatment is the forte' of modern medicine .

A

patient who

comes in early with his complaint and who is handled by a well- trained ,
concientious doctor has a good chance of being cured.

The men in the

specialitie s are capable of giving the finest care the world has even
known.

Still a great number of peopl e suffer and even ~ie needlessly.

Part of this cause is due to lack of sufficient highly trained men,
,!,

but it is only a small part.

,

The real difficulty is economic .

' ~

As

cost rises the number of people receiving the best care declines .

,
the

(

,
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The rapid improvement of transportation and communication has
placed nearly every patient within range of good medical care , provided
V'-

the patient can afford to accept it .
lized by all?

Why isn ' t the IDPdical care uti-

The doctors take care of all the indigAnt without compen(,

sation and give them excellent care .

Doesn't that take care of the

problem?
The Patient :

An analysis of the position of patients in different

economic strata will help explain the last two questions .

In all but

very rare instances , we can consider the urban and rural patients in
the same category .

During the horse and buggy days , the rural patient

was a different problem.

But as stated before , our modern transportation

and communication systems have solved much of that problem.
The indigent patient is well cared for by free clinics and the policy
of the doctors to give gratis care where indicated .

Also recP.iving ex-

c ellent care ar~ the members of the upper middle and well- to- do income
groups .

~ut what about the ·large gro : p inbetween those two extremes?

Here is the man with the problem.

He is an individualist, ~p~ing his

own wey in the world but on a moderate income .

He does not want charity

and his pride will not let him accept it Aven when it would keep him
from bankruptcy .

When he is sick, he does not call the doctor until

absolutely necessary , because of the thought of the cost .

Then, if a

serious illness befalls him, or a series of such incidents the medical
cost often ruins him financially .

It is true that many of these people

J
make enough to save money for emergencies , but they just don't to it .
This is the lower middle income group.
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What does this large group need in the way of improvement?

They

need either a mPthod of paying for medical care while they are well
and earning m:>nPy or medical care furnished by th~ state and paid for
by taxation.

The difficultiPs in solving this will bP discussed in

Part V.

Hospitals:

\Vb.at is the situation in regard to hospitalization?

The same situation pertains here as in the problem of medical care.
Indigent and wPll-to-do patients are quite well provided for, although
there is still room for much improvement.
the least well cared for.

The lower middle class is

The tendency to mix chronic and acute cases

in all of the varioue types of hospitals causes a gre at waste of bed
space.

And again the unplanned for cost of hospitalization completely

upsets the average .American household budget.

The general concensus of

oost writers indicates that there are two major problems in hospitalization.

First , a necessity for a method of prepayment of the bills by

either individual insurance or a state system.

The second problem

involves the r Pallocation of much of the present facilities and some
additional facilities.
I.

Acute Hospital:

help to clarify it.

Elaboration of the last statement will

A certain proportion of present bed space

needs to be classified for the use of acute illness, both medical

and surgical.

This space should be arranged for in well-equipped

emergency hospitals and such hospitals must b~ conveniently located.
Admission of all acutPly ill patients must be allowed, without
consideration of financial status.

vluch of the financial burden
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could be relieved by the suggested prepayment plans .

Obviously

these early admissions and emergency cur P will save many roore lives.
II.

Long-Stay Hospital:

ext in the reallocation program is

the c are of the long-stay patient.

Much of th"' tax monPy now being

used for relief of the middle and lower classes could be used to
i mprove chronic hospital facilities.

This would include the attrac-

tion of better men to the jobs, the increasing of prestige by
better management.

It should be pos sible for good doctors to mak:P

a decent living while working with th

0

chronic-patients.

better nursing is a prime factor here.

!ore and

In the long-stay class we

place tuberculosis, mental disease , rheumatic fevpr patients,
orthopedic, special pediatrics and the likP problPms .

'l'his group

will also deal with rehabilitation and rPadjust.ment of living
where necessary.

Such work will r 0 quire special apparatus and

specially trained men.

Separate hospitals may be necessary for

t

the above e~ities.
III.

Convalescent Hospital:

Finally hospitalization must include

a new type of hospital, if the program is to be well organized.
This is the convalescent home or hospital.

1-·atients are sent here

after they are beyond the n~ed for spPcial c are , but still nPed
time to build thems 0 lves up.

The British have found that such

hospitals are easy to maintain , re duce the emE>rgency hospital load
and cost.

What is more important, they seem to facilitatE> a more

rapid complete rPcovery by the patients.
Incidently we consider obstetrics as an acute condition.
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Physicians
touchi, subject.

eed :

Does the doctor need any help?

That is a very

The successful men say no, the moderately suc ce ssful

are too busy to concern themselves, while the re st say yes .
'l'he first defect in the status of the doctor occurs when well
trained young physicians and surgeons waste the early part of their career struggling and starving.

Some provision for utilization of the

finely trained young doctor should be made.

Group practice

may

do this .

Another item is that the sliding scal e applic ation of fees often
C'

slides a little too far upwards.
ists, should realize it.

l.lany practioner s, especially speial-

The upper class is still getting "soaked"

out of proportion to the amount of care received .

'l'his group is very

much behind the agit ation for socialized medicine .

'1'hey fe e l t hat if

,._

medicine were on a st ate basis, their own eshorbitant contributions
would be decreased.

This problem calls for some prepayment plan for

the middle class, so the doctor does not have to over-charge the
rich to make a living.
Within the profession there is one other all i mportant it Pm, the
incre asing of gi:>neral standards of practice.

'l'his is be ing partially

met by the special boards ~der the .AmPrican Medical As sociation.
~radually these boards are making it pos s i bl e f or only well-trained
men to practice in each speciality.

'l 'his leaves a large gap in

medical practice , the realm of the general practitioner.

Ne need to recognize the need for general practitioners and the
need for special training in that type of practice .

~his can be accom-

plished by continually raising the medical ~school standards, increased
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requirement for annual post- graduate study and a return of the pestige
of the general practitioner .

More teaching of social medicine in schools

is necessary and a broader educ ational r equirement in liberal arts
should be part of medical graduation re quirements .

The more specialized

the training the narrower the concept of life and of other people .
Group practice on a voluntary basis might help.

At least a study

of local conditions should precede any change in the type of medical
care to be advoc ated.

Action can be guided by those findings .

Such

action will help the young doctor , the general practioner and the
patient .

'l'he family d.octor will still be important , but will be able

to recognize his limit ations in the practice of specialties and can
ref r his patients to his colleagues .
0
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FART IV
POLITICAL - SOCIAL 'FCONOMIC FACTORS

~CTING FRACTICALITY OF A COMFHPWNSIVF FLAN
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POLITICAL- FCON0?.110 SOCIAL FAC 1rORS

This is the most important part of the picture , despite the need
no matter how great or small and the beautiful theories for bringing
about a radic al change, the deciding points are beyond the r ealm of
the medical man.

The practice of medicine is but one item to be con-

sider ed in the future of the Unit~d States.

Ther efor

0

,

it will pay us

to study a numb er of angles as to the practicality of an::, one or all
of the afore-mentioned theories.
Cost:

The estimate of the cost in the Senat e bill 1161 (Murray-

. Wagner) is set at {)12,000 ,000,000 a year for all social security, including medicine.

Medicine will take $3,000,000,000 of that amount.

It appears that no one is really in a position to know whether such a
cost can be handled or, not.

The present cost of the War and all the

ideas concerning the possibilities of there being a limit to National
spending and consequently the Nation debt have caused many revisions in
economic thinking.

1;ot be ing in a position to make a po sitive state-

ment, l et us assume that the money can be rais ed.

What then?

A number of v -rible s may affect the financial budget .
only an e stimate and may run much higher.
all such estimates are usually low.
tical control?

The cost is

,7e know from exp.,,ri ence that

Then too, what is the cost of poli-

That too is ine stimateable .

No matter what the politi-

cians say, examples are before us all the time showing the gre at waste
involved in bureaucratic government.
Another factor is our post- war condition.

It is likely that we

shall have our hands full trying to pay the cost of the war and the cost
of reconv ~rsion to peace time industry •

.Are we going to be able to add
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on more spending?

The present administration' broad plans for re-

habilitating the rest of the world will help exhaust the
pocket- book, now quite sufficiently in th 0 rPd •

ational

.A:re ther 0 enough

chickens for all the kettles?
Variable population:
variegated population.

The United States contains a very large

Our census is many times that of any of the

nations who have had even moderate success with state medicine .
best examples being Denmark and Great Britain.
groups and races .
Geographic :
scatt red over a
0

The

We have more s eparate

~ill any one plan be workable for all?
Not only is our population far greater, but , it is
VPcy

large area.

The most successful plans are in

operation in countries with a small population living in a relatively
small area with but slight geographic variations .
great plan to both Arizona and nhode Island?
City and Butte ,

:.iOiltana are different .

control over the doctors .

Can we apply one

The problems of

NPW

York

One ov ~rall plan will require

What kind of compulsion is to be used to

control the medical men and still allow for exercise of individu~lity
which is the backbone of present medical progr ss .
0

State vs r1ational Controlr

One of the strongest under- current

issues in politics today is the relative power of the state and national
governments .

The great medical plan must overcome this problem, which

is far from settled .
Oct . 2, '43)

Read the platform of the Republican party . (Time ,

If the plan is instituted as a state plan with National

subsidation, how will the problem of Interstate medicine be settled?
Who will say what state a doctor shall practice in?

How can a patient
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transfer from one part of the country to another and still recieve care
in an emergency.
Group Attitudes:
Labor:

The labor organizations fought the idea of social med-

icine after the last war .

owever , under the coddling of the present

administration labor has come to expect life on a platter.

o.

for the unions, especially the C. I.

have indicated that they favor

the trends toward complete social security.

The Wagner-furry Senate

bill has the support of the leaders of the Unions .
Oct. 16, '43)

Spokesmen

(William Green, Time ,

The attitude of the workPr as an individual is not known,

as is the case on nearly every issue.
Capital:

Industry does not favor state control of medicine.

The obvious reason is that any tendency toward socialization means more
control ov r industry later on.
0

One of the major :fOst- war issuPs will

be the amount of control to be exercised by the govprnment over industrial
enterprise.
Banking is in the position as industry.

They fear, and rightly too,

the ad.ministration's continuPd perogative in finance control.
One of the real opponents of state socialism is the great life insurance business.

Such a change as sponsored by the Senate Bill 1161 would

compl etely ruin the insurance future.
Average Business ~ r H~re is a real diagnostic problem.
knows the real position of the average business man.
may

make these general statements.

No one

Neverthel ess we

(l) He would like a reduction in

in the cost of medical care , but would like to handle it as an individual.
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(2) He fears and is fighting the centralization of business sponsored
by the government.

l'he small business man is fighting for his life

1

against the trend toward socialism.
The returning soldier:
soldier.

A great unknown quanity is the r(>turning

Nhat is in his mind for the future of his country?

Well, he

is risking his life to presPrve some principles which no one is sure0of.
The average American soldier probably believes that the Americ an
includes at least these items:

way

(1) The right to have a home; (2) The

right to work at job of his own choice in competition with his fellowAmericans, (i.e.) individual enterprise.

(3) The right to think, speak

and write as he sees fit; and (4) Religious freedom.

But does he expect

to have to pay for a "cradle to the grave" program of paternalism for
all?

We doubt that.
American Medical Association:

So far as this study can see, the

Am~rican Medical Association is blindly fighting a defensive battle.
,!

The present spokesman have been fo llowing this procee dure so long that
not only is the profession immune to their ideas, but so is the rest of
the public .

Although there are an alledged large number of plans in

the hands of these men, they have never presented one.

r.rhe Association

has never got off the f ence.
Some of the subordinate groups have b come insubordinate due to the
0

distasteful inaction of the medical bureaucrats and have been soundly
reprimanded.

One sensible position taken was that of the .Am.e-rican Coll ege

of Surgeons , yet the A•• A. refused to countenance their suggestions.
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INDUSTRIAL MF,DICIN'E
"The American College of Surgeons has set up a 'Minimum Standard
for .industrial Tu:e dicine and Traumatic Surgery' which is as follows:"
''l.

That the industry shall have an organized medical department ,

or ~ervice, with competent medical staff including consultants and
adequate emergency dispensary and hospital faciliti Ps and personnel
to assure efficient care of the ill and injured ."

"a.

'.that membership on the medi cal st aff shall be restrict Pd to

physicians and surgeons who are (a) graduates of scientific medicine
holding the degree of Doctor of Medicine, in good standing and licensed
to practice in their respec tive states or provinces; (b) competent in
the field of industrial medicine and traumatic surgery; (c) worthy in
character and in matters of professional ethics; that in the latter
connection, the practice of the division of fees under any guise whatsoever be prohibited."
"3.

That there shall be a system of accurate and complete records

filed in an accessible manner ••• •,
"4.

'l'hat all patients re quiring hospitalization shall be sent to

institutions approved b y the American College of Surgeons. "
"5.

A - That the medical department shall have general supervision

over the sanit ation of the plant and the health of all employees . "
B - Physicians and surgeons, qualified as in part 2 of the
Minimum Standard may properly be employed on a full time or a part
time b ssis by industrial organizations to provide medical and surgical
service for their employees as follows:

a. To provide emergency ser-
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vice and first aid in injury or disease, and to provide adequate
medical or surgical care for industrial injuries and disease s.
Medical and surgical care of the famili e s of employees, and of employees themselves, except for emergency and industrial injuries
and diseases, should be provided by the industrial phys ician only
in remote districts where other adequate medical service is not
available.
examinations.

b. To provide pre-employment and periodic physical
c. To study the hazards of the particular industry

and to cooperate with other agencies in effecting such measures
as

may

be needed for the prevention of injury and disease .

keep accurate records such as

may

d. To

be required by local workmen 's

compensation laws, and so complete as to serve for scientific investigation of industrial hazards with a view to their further prevention.

These records are privileged conmunication, subject always to

due process of law.
C - The sale of a contract by an industrial organization to an individual physician or group of physicians for medical
and/or hospital service for its employees encourages commercial compeition and is to be condemned.
D - Unethical practice in publicity , advertising, solicitation and competition, either of a professional or financial nature,
must be eliminated.
E - The accepted code of ethics of the medical profession,
which is designed to protect the best interests of the patient, should
apply to industrial medical service as to all other forms of medical
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practice. "

(Christie)

This applies only to industrial medicine, but such definite
statements of policy should be encouraged.
It is true that :rns.ey reasonable suggestions have been made
by the medical leaders , but these never have been collected and co-

ordinated.
Present Governmental Attitude:

(Paternalism)

It is realized

that the text has gone by now far from the medical problem.

'l'his is

absolutely necessary in order to see the medical problem in its proper
niche' .

We have touched the effect of Hational politic in the future .

Now we must face the futur P and the full effect of the present trend
toward paternalism.
Wars recurr , it is said , bec~ase we never learn from history .
Whether true or not , that statement pertains to our future, as far as
governmental procedure is concerned .

Time and again history shows

that the decay of a nation begins with ideas similar to the "cradle to
the grave" theme .

The Greek and more typically the Roman Fmpire was

destroyed from within.
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PART V
G'F1'lT-'RAL CONCLUSION AND SUGGF-STIONS
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CONCLUSION - R~COMMFNDATIO S
After a study of the various examples of socialized medical
practice it is evident that such systems are not giving medical
care supPrior to that of the United States.

.VP see that such

thories lose their advantagPs under practical application.

In spite

of or because of our laisseze faire attitude towards medical practice, we find American medicine continually leading the world .
A similar analysis of some of the proposals for the futurP show
fine planning, but the planning is on theory of Utopia.

~lo one over-

all system is applicable to AmPrican oedicine because of many factors
such as population, geography, the attitudes of various groups and
our traditional individualistic way of life .
It is conceded that a need exists for a better handling of the
medical needs of the lower middle income group in America.

HowevPr,

that need is gradually being met by thP expansion of systems such
as the Blue Cross, cooperative hospital plans, group insurance and
industrial insurance .

Fre-payment or plannPd faymont is the basis

of success in all of these systPms .
basis .

They are all on a voluntary

Until now such plans have been 01.posed by the policy of the

.American x edical Association because they fear any trend to\vard
socialized medicine.
We have come to the conclusion that there is going to be a
change in the methods of medical practice .

Such a change is favored

by government leaders, politicians, social workers and labor leaders .

They are a strong aggreg~tion.

Those groups op:r,osing compulsory
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application of

an all-powerful plan to Am~rican medicine include

Industry, Banking, Insurance Companies, Lawyers, small business
and the medical profession itself.
Therefore recognizing a certain need and a more certain chance
of having a change forced on medicine, we might make the following
recommendations:
I.

An acknowledgement by the profession of the need existing

in the lower middle income group.
II.

A formulation by the American N~dical Association of a

definite plan. of action to take care of that need on a voluntary
basis.

This might include
a.

Favorable attitude toward voluntary group practice

where feasable,·
b.

Encouragement of all voluntary _p:re·-payment plans of

individual or group insurance,
c.

Enlisting the help of groups not favoring a compulsory

medical system in the immediate fight against the radical change to
ward socialism.
III.

Make the above plan of action public .

Provide means for

educating the fUblic to take advantage of complete medical care offered and preventive medicine.
IV.

Continue present trends to improve the medical and educa-

tional standards.

106

BIBLIOGRAPHY
BOOKS
Cabot, Hugh; "The Doctor's Bill".
Press, 1964

New York, Columbia University

Christie, A.C.; "Fcono:mic Froblems of ]edicine "•
Millian Company, 1935

ew York, !v..ac-

Falk, I. s., c. Rufus
, Martha D. Ring; "The Costs of Medical
Care - A sunmary of Investigations on The Fconomic Aspects of The
PrPvention and Care of Illness". Chicago, Ill., The University of
Chicago Fress, 1933
Newsholme , Sir Arthur; "International Studies , Frev ntion and Treatment of Diseaseu . Baltimore , Willaims and Nilkins Company, 1931
0

Newsholme , Sir Arthur; "Medicine and The State".
and ~ilkins Company, 1932

Baltimore, 'lilliams

Orr, Douglas N. and Jr-,an Walk r Orr; "H al th Insurance with 11edical
Care, The British ~xperience" . New York, The MacMillan Company, 1938
0

0

Reed, Louis s.; "The Ability To Pay for
University of Chicago Fress, 1933

,dical Care".

Rorty, James; "American Medicine 10bilizesn.
and Company Inc., 1939

Chicago, The

New York, R. "I .

Simons, A. M. and Nathan Sinai; "The Way of Health Insurance".
University of Chicago Press , 1932
Williams, Fierce; "The Purchase of Medical Care''•
Fconomic rlesearch Inc., 1932

orton
Chicago,

.rational Bureau of

F.AMFHL~TS
Beveridge, Sir William; Report by, "Social Insurance and Allif>d SPrvice.s'' •
New York, The Mac illan Company, 1942
he Beveridge Report in Brief, London, H. M. Stationery Office, 1942
Falk, I. s., D. M. Griswold and H. I. Spicer; "A Community ~~dical
Service Organized Vnder Industrial Auspices in Roanoke Rapids North
Carolina". Chicago, The University of Chicago Fress , 1932

107

Keeler , Faul; "A Forward Step in Medical Care" .
Hospital Services , 1943

New York, Associated

Shadid, M; "Principles of Cooperative Medicine".
Flk,City, Olklahoma, 1932

Community Hospital

Tereshtenko , V. J . ; ''The Problem of Cooperativf> Medicine".
Edward A. Filene Goodwill Fund Inc ., 1942

ew York,

enate Bill 1161, United States Senate , Introduced June 3, 1943 by
Senator F . 7/agner of New York and Senator Jam"s 1iurray 1..,ontana
Committee on Costs -of Medical Care; "Medical Care for thE' .Am rican
Ieople~ Chicago, University of Chicago Fress , 1932
0

House of 1lepresenatives, 76th Congress, First Session DocumPnt No . 120;
"A Summary of The Program Recommended by The TPchnical Committee on
Medical Care to The IntE'rdepartmental Committee to Coordinate HPalth
and .'lelfare Activities" . FrosentAd to the Fr"sent, 11ashington, ;). c.,
February 14, 1930
Committee on the Costs of !~dical Care, Fublication No . 19; ''UnivPrsity
Studont liPalth SE>rvices , A Study of Organization, Services Rendored and
Costs in Cornell University, Yalo University , The UnivPrsity of -~chigan,
The University of ~linnosota, The University of California and Oregon
State Agriculture College" . Chicago , University of Chicago Fross , 1932
National Fhysicians Committee for the Fxtension of ~dical Service;
"Abolishing Private Medical Practice". or '\p3 , 048 , 000 ,900 of Folitical
?vi=!dicine Yearly in The United States". Chicago , 1943
ebraska Norkmen' s Compensation Court ; "Nebraska ilorkmen' s Compoosation
Law". Capitol Building, Lincoln, 1941
ve" .
Medical Planning Research Interim General .Report; "On The
York, u.s. Fublication Medical Administration Service Inc ., 1945
A Blueprint:
Series , 1943

New

The V - Plan, Medical Ad.ministration Service, Inc ., First
PRIODICALS

Special CommittP.e on Social Security; "The Canadian Medical Association
and HP al th Insurance". Canad{an Journal of Fublic H"'al th , 34: 299 , 1943

108

IBID; "The- Importance of Freventive Medicine and Fublic Heal th in
National Health Insurance, Canadian Journal of Fublic HAalth, 34:
316, 1943
Bureau of Medical Economics of Alnerican :Medical Association, '~dical
Relations under ?lorkmans Compensation", A bureau of Medical Fconomics
Iublication, P• 58:62, 1933
Recent ' ork 0f Cammi ttee on Medical 'Economics , Medical ·Annals of
District of Columbia, 3:21-26, 1934
Bureau of Segal Medicine and Legislation, The Wagner- ~"llrray- Dingell
Social Security Flan, The Journal of the American Medical Association,
Organiz~tion Section 122;609, 1943
The I'rogress of Medicine , Medical Care for 50 cents a Week, Science
Digest , 14:48, 1943
Time Magazine , October 17, 1943
Time Magazine October 2, 1943

109

SU PLEM

4RY BIBLIOGFAPHY
EDITORIALS
AD UNSIG ED ARTICLES .

J9ur~al of The ~merican Medical Association, Organization
Section, 119:656, 1942; Resolutiuns on Hospital Corpor~tion
Engaging in Practice of. edicine, Reference Committee on
Miscellaneous Business.
Idem, 119:651, 1942; Resolutions on Med cal Service Plan,
Reference Comlliittee on Leg slat · on and Public Relations.
Idem, 119:658, 1942; Organization Section, Res~lutions on
Approval of Activities of National Physicians Com~ittee
for tbe Extension of Medical Service.
Idem, 119:723-728, 1942; Postwar Medical Planning, Preservation of Medical Individualism in Private Practice
for Returning D ctors after the Present Conflict.
Idem, 119:725, 1942; Organization Section, Resolution on
Improvement of Relations Between Physicians and Insurance
Companies.
Idem, 119:1034, J942; News Section, Physicians Seek to
Incorporate Medical Care Plan, Cleveland.
Idem, 119:1435, 1942; Medical Business, Experimental Rate
Plan Adopted at GA.llinger Hos pi t-;,.l (Washington, D.C.).
Idem, 120:379, 1942; Medical Economics Abstract, ~Citicism of Medical Society Plans, Medical And Hospit~ CRre,
Associated Hospitals of New York
Idem, 120:840, 1942; Editorial, The ?epper Ee1.rings on
Medical Manpower ..
Idem, 120:922, 1942 ; Editorial, The Pe)per Hearings on
Medic~.l Man 'JVrer •
Idem, 120:927-967, 1942; Re ort of Hearings Held before
a Sub-cor1mii t tee of Which Sena tor Claude Pe! per is Chairman, U1;1ited States Senate Conmiittee on Education and Labor.
Idem, 120:1312, 1942; Editorial, British Medical ~lanning.
Idem, 121:58, 1943, Medical Economics Abstract, Expansi0n
of California Physicians Service.

110

Idem, 121:130, 1943; Editorial, Planning for Postwar Medical Care.
Idem, 121 :1094, 1943: ,.,di tor al, The National Conference
on Planning for War and Postwar Medica~ Services.
Idem, 121:1099, 1943; Me ical Economics ALstract, 1) Changing Trends 'n Hospitalization; 2) Blue Cross Hos italization Data; 3) Hospital Service in Ne, York.
Idem, 121:1299, 1943; Foreign letter, Reaction of Medical
Association to the Beveridge Scheme.
Idem, 121:1373, 1943; Jrganiz~tion Section, Indust r ial
Medical Services Summary, Reports of Officers.
Idem, 121:1381, 1943; Congressio:_al Bill, Extension of
Social Security Program.
Idem, 122:38, 1943; Editorial, Planning for Post~ar ~edical Service.
Idem, 122:129, 1943; Foreign letter, Preliminary Negotiations for Provid·ng a Medical Service for All.
Idem, 122:lJO, 1943; Foreign letter, The Briti~h Medical
Association and the Beveridge Scheme.
Idem, 122:~20, 1943; Medical Economic Abs tract, Medical
Planning in South Africa.
Idem, 122:462, 1943; The Medical Profession and ?lRnned
Heal th.
Idem, 122:456, 1343· Medical News, Society Reco~mends Plan
for .Medical Care, New York City.
Idem, 122:600,1943; Editorial, Wagner-Murray-Dingell Bill
for Social Security.
Idem, 122:824, 1943; Fo eign letters, 1) J·~Jsition to a
Salaried Medi~al Service; 2) The Future of Medic~l Pract ice; 3 Social Trends in Austrialian Medical Practice.
,Idem, 122:886, 1 ➔43; Foreign letter, Labor Party's Plan
for a State Medical Service.

111

Idem, 122:948, 1943; Editorial, Pr ctice of Radiology and
and Hospital Service ~lans.
Idem, 122:1024, 1943; Medical Nev;s, Three Cents a day Plan
Expanded, Association of Hos?ital Services of New York
Idem, 122:1139, 1943; Foreign letter, Struggle Over Government Scheme for State Medical Service.
Idem, 122:1187, 1943; Editorial, Housing and Health
Idem, 122:1200, 1943; Foreign letter, Social Trends in Australian Medical Practice, The New Zealand Scheme.
Idem, 123:36, 1943; Edit rial, Wagner-fu:urray-Dingell Bil •
Idem, 123:38, 1 43; Current Comment, Administration vs
.Ministration in Medic-Ll Care.·
Idem, 123:lo~, 1943; Ed,itorial, 1fagner-~lurray Bill opposed
by American Bar Associat· n.
Idem, 123:221, 19£13; Organization Section, Posti.-1ar ?lA.nning for Medical SPrvices.
Idem, 123:363, 1943; hledical Economics Abstract, New Hampshire Prepayment Plan.
Idem, 123:418, 1943; F.ciitorial, DoPs thP UnitPd States
Need a Med·cal Revolution?, The Wagner-Murray- Dingell
Bill I.
Idem, 123:2020, 1940; Platform of the American Medical
Association.
The Lancet, 1:5, 1943; Editorial, Social Medicine.
Idem, 1:61, 1943; Letters, Medical Planning.
Idem, 1:113, 1943; Editorial, The Tomlinson Re ort.
Idem, 1:271, 1943; Editorial, Medical Planning.
Idem, 1:282-284, 1943; Parliment, Beveridge Report Discussed.
Idem, 1:469, 1943; National Health Service, B.M.A. Discuss·on.

112

Idem, 1:493, 1943;
icine.

Edit rial, Instruments of SociRl Ivied -

Idem, 1:651, 1943; Editorial, Doctors and The Future.
Idem, 1:752, 1943; Parliment, Beveridge Re ort ,rnd .1.uedical
Planning.
Idem, 1:813, 1943; Editorial, Future of 1wiedicr1.l Services.
Idem, 2:203, 1943; Editorial, r'om;rehensive Medical Service, Representative Cowmittee's Suggestions.
Id~m, 2:227, 1943; Editorial, Rehabilitation and Social
Security.
Idem, 2:259, 1943; Editorial, The Medical Prospect-In the
NeRr Past- In the Changing Present- In the Near Future.
Nebr~ska State Medical Journal, 28:33, 1943; Edit rial ,
Things ~ill NPver ~e the Same Again.
Idem, 28:33, 1943; Ed'torial , The Sandhill Medical Cooperativ.
Idem, 28:101, 1943; Fditorial, Post?'ar Utopia.
Idem, 28:197, 1943; Editorial, Postwar Medic'ne.
Idem, 28:273, 1943; Editorial , The menace of Bureaucracy
Comes Closer.
Idem, 28:305, 1943; Editorial, Putting th@ Medica
of Vie~ Before Congress.

Point

Minnestota Medicine , 26:200, 1943; Edit~rial, PlRnning For
the Future of Medicine.
The Journal of The Tennessee State i~iedicRl Association,
35:83, 1943; Editorial, Disability Insurance and Hospitalization Payments.
Kentucky Medical Journal, 41:12, 1943; Editorial, A Challange to The Medical Pr•fession.
Idem, 41:145, 943; E~~t rial, Points to PlAn for in Extending Our Health Services.
Hawaii Medical Journal, 1: 34 , 1941; Edi tor:i,~l, A Su;:,;gested
PlantRtion HP~lth Cooperative Plan.
Idem, 2:203, 1943; Editorial, Politics versus Health?

113

Hospital Management, 54 : 17, 1943; Editorial, United States
Government Encroachment on Hos ital Control Meets Strong
Opposition from Catholic HospitRl Association.
Idem, 54:24, 1943; Editorial, Soundness of Blue Cross ~lans
?roved by Increased Benef~ts.

Connecticut State Medical Journa, 7:545, 1943; Editorial,
1) Social Security in 1943; 2) Medicine On the March.
Idem, 7:38, 1943; Editorial, The Beveridge PlRn
Idem, 7:112, 1943;
alysis.

Editorial, The Beveridge Plan, An An-

Delaware State Medical Journal, 15:7, 1~43; Editorial,
Hospitals and Compulsory liospital Insurance.
Idem, 15:9, 1943, Editorial, War and SociRl Reform II.
· PERIODICALS.
Adsun, 4.lfred V-., Tlie D ct-.,r .;,~ melie.:r:.3 a::11 ~·is Resp:,sibilit •, The J0trnal o~ ~ansas ~edical Society, 44:111 '43

Allen, RichqrJ ~, Vork of The Red Cross irt Post ar ~edical Rehabilitat-tr;n, The Jo1.;rnal of the Americ-cin 11.IedicRl
AssociRtion 122:86-28 1 43
Altmeyer, E. T., One Healtri Insurance A_gency: The Government, H s _,i tR.ls, Joi:.rnal of the AmericRn Hos 1·i tal .Association 17:57-39, 1943
Aske , , E. Vine en t, Calif c,rnia Physicians Service, Current
Activities, Calif0r·nia and Western ,,edicine 58:3~0, '43
Bourne, G. , Medicine and Politics, Britisb I::Aedical J otrnal
i:673 '43
Buzzard, Sir Farguhar, Social l'.ledicine and. The Generrtl :?ractiJner, The Practiti0ner, 151:129, 1943
Callahan, R. W., Medical Care for the Indigent,
of the Kansas Medical Society, 44:8, '43

he Journal

Carey, E.T., Effec~ of Current Tren ds in The Contr0l of
r~edicine, The West Virginia 1;iedical Journal, 39 :46, 1943

114

Carpenter, N., Pam hlet; Eos 1 ital Service for Patients of
Moderate Means. The Committee on Costs of ~edicRl Care,
~ashington, D.C., '30
Elliott, Edv,ard C., Post War eeds for MedicRl -4nd otr er
Trained Pers nnel, Journal of The American iiedical Association, 122:k8, '43
Emerson, H • ., The Americ!in Pat tern of Ad.minis tr;:i. ti <)n Medicine, Vi:eginia Medical M::mthl , 70:143, 1943
Fishbein, ifiorris, American Medicine's contribvtion to Rost
War Medical Service, The DiplJmate 15:229, t43
Flook, E, and w. J. Mountin, Cha ter VI, Medical and ~ental
Care by State Agencies, Medical Care f r General an ,-l Allied
Special Conditivns, ?ubl·c Health Reports 57:1235, '~'~
Flook, E.. and J. w. L~ountain, Distribution of HeRlth Serv · ce Af i,'ec t ing all Branches of Public Heal th Vork, Public
Health Reports, 58:249, '43

Hannah, I. A., Irr.plicati ons 01 Health Insur::i,nce bnsed on
Actual Experience, Canadian U.e d icRl Asso~iatLm Journal
49:322, 1943
Harrison, :., Description of an Industrial Medical ?rJ;ram
in an Aircraft Factory, The Journal of Tennessee State
Medical Associa ion 36: 127, t43

H·11, Charles, Plans for a New Health Service, Canada Medica Ass, cia tion Journal 49: 214, '43
Jobnst n, Eric, Your St;,,ke in CA,; •italisrr, The fieacier3 Di-

gest, February '43
Layton, r. B., The Beveritige Re· 1 0rt anu The w:edic a l Pr u fession, The L~ncet, 1:56-58, '40
Lee, T'ao, ifiedical Ethics in Ancient Chin'.l, Bull :: tin of

The Hist0ry of I,ledicine, 72: 2C8, '<±3
Leland, R. G., AMA on Trial, 1'hP Jo1,.1nal of the fill'!Prican
1/edical Ass0ciati0n, 116:1656, '41
Libby, F. I., Social ~orces Campell Pr0fPssional Planning
for Medical Econ0my, VirginiR Wedical ~onthly 70:~57, '43

115

1:."acNalty, Sir Arti..ur, Publir: HeA.ltb and Tl18 Fut1,re,
Prac~ionPr ✓ 151: 33, '43

he

Maybee, Har0ld V., The Nevr DPlaiiare PJ;:in for I\!edical C:::re,
Delaware State Medical J .Jurnal , 15:4:50, ' 43
els ,n , Fredrick, H011 r,:uch S0cial Security Can V,e AL'ord?
Asks 'Post' Triter , Hospital ~anageruent, 54:36, ' 43
Jugh ters ,m, Ash le~ ·w. and E. 1.'. ,Jt t,i::>nlieirner , rhe .ledic:=1.l
Pr fessi-:>n and Planned. Heqlt:t , The J:;;u1·nql vf .Ameri~nn

Medical A0JJCi~tiJn 1 '2 :46 2, ' ~3
Paullin, J., Post \':ar Planning, Viar Particiy,.tion, Collinittee,
Journal of Ame1·ican Medical Association 121: 1;-30, ' 43

Ramsa, i. A., Lay or Medica

Head, The Lancet, 1:3~2, ' 43

v;., \'.a tchful Gaze on The Eorizon,
istrict of C0l~mbia, l?.:2~9, td3

Fankin, F.
of The

Rap;leye, ?:.

c.,

Tledicine in The Crisis, The

~edi~al .Annals
iriJ-:Jmate

5:11

td3

R re:::n, C. Rufus, ·1·,qgn"'r Bill 2,sks f01 Mel.i-'.!a- ar;i L,s ital
Denefits in Federal S'Jcial Security .ct, .1.:..:>s,,ital~, Journal
o~ ArnPrican Hos~it11l As::;o~i~tion , 17:2-21, 1 43
Sif::er·st, H. E. , Frorr. Bism;:irk tJ Bev~ridge: DPvi::>11£111,ents
and TrPnis in• ocial SPc~rity Le?islation I.
te Prird
of Bism2..rk, Bullitin r ThP Hist . n-y of ~e(li:::ine _ 72:::65, 1 4.3

Sig eris t, H. E., A. Peal tl: ?rograni for the A:meric qn Feorle,
Atlantic M' intldy 163:794-304, ' ~9

Van Steenwyk E. A., B0ltun Act's F0r~ula f CJo Pration
Ureed as substit~te for Com ulsui· HealLh Insurance B·11
No Pen iin_g. Hospitals: Journal of American 1-osfi tcil Ass cia tion, 17:2-58, 143
Van S teenw) k: E. A., Le L tr.e Gov e1·nmi:-;n t ~iel_ , Uu t Kill,
Voluntary Pl&.n. IIos.•i tals, JoLr·nal of American t) ,ital
Associqti0n, 17:2-dl, '43

liP

Sv,ain, R .. L., · he Poe; tw,qr Cores.'.J nsibili ty of T11e Heal tl.
Profes3ions TLe J ournal of Tennessee State Medical As?ociatiJn, ~6:247, ' 43

reld,

r.:.

E., The Futu!'e of M9dicin.:>, ThP IJ in.;is r:edi:::a.:::.
Jour n~l 83:386, 't3

